Correlates of Depression in Young Adult Caregivers by Gillen, Mark
University of Arkansas, Fayetteville
ScholarWorks@UARK
Theses and Dissertations
5-2004
Correlates of Depression in Young Adult
Caregivers
Mark Gillen
University of Arkansas, Fayetteville
Follow this and additional works at: https://scholarworks.uark.edu/etd
Part of the Educational Assessment, Evaluation, and Research Commons, Educational
Psychology Commons, and the Psychiatric and Mental Health Commons
This Dissertation is brought to you for free and open access by ScholarWorks@UARK. It has been accepted for inclusion in Theses and Dissertations by
an authorized administrator of ScholarWorks@UARK. For more information, please contact scholar@uark.edu, ccmiddle@uark.edu.
Recommended Citation
Gillen, Mark, "Correlates of Depression in Young Adult Caregivers" (2004). Theses and Dissertations. 3099.
https://scholarworks.uark.edu/etd/3099
CORRELATES OF DEPRESSION IN YOUNG ADULT CAREGIVERS
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
CORRELATES OF DEPRESSION IN YOUNG ADULT CAREGIVERS
A Dissertation submitted in partial fulfillment 
of the requirements for the degree of 
Doctor of Philosophy
By
Mark Clifford Gillen, B.S, M.S. 
University of Wisconsin-Madison, 1980 
University of Wisconsin-Stout, 1984
May 2004 
University of Arkansas
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Acknowledgements 
I would like to acknowledge my committee members for their hard work and 
support during this process. Dr. Roy Farley provided me with a steady, calm influence 
during all phases of the research project. Dr. Jean Turner provided me with the theoretical 
direction for this research, and was always willing to discuss how things were going 
while providing ideas and support along the way. Dr. George Denny provided me with 
support during the trials and tribulations of data analysis; however, he also provided me 
with the tools to complete the job through his courses and insight. Finally, Dr. Catherine 
Roland provided me with the opportunity to even consider caregiving as a research topic. 
She supported my ideas, helped to me expand my thoughts into a dissertation proposal, 
and provided me with the idea that set the table for my research.
I would like to thank Dr. Roland, Dr. Farley, and Dr. Gale for inviting me to be a 
part of the doctoral program at Arkansas, and helping me to feel welcome from the first 
time I arrived on campus. I would not have settled at the University o f Arkansas without 
you. I would like to thank Dr. Newgent, Judy Stephen, Georgia, Deborah, Diana, Dr. 
Schwartz, Dr. Brescia, Dr. Schwartz, Dr. Murphy, and Dr. Stegmann for all o f their 
support and encouragement while I have been at the university. I feel privileged to have 
found such a wonderful group of folks to learn and work with
My new Arkansas friends helped me to find my way. Without the support, insight, 
inspiration, laughter, and encouragement that they provided I would not have gotten 
through the hours of classes, homework, research, and preparation. I want to especially 
acknowledge Rick Balkin for being a mentor before I even came to Arkansas for my 
interview, Jane Rheineck for your friendship and support, Sam Taylor for your
iii
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
welcoming attitude when we met at Scarborough house and your friendship since. Also, 
special recognition goes to my friends Jonie, and the Ramay girls, Cheryl, Janet, and CA, 
for their support and assistance and stuffing surveys over two days in Januaiy. I would 
especially like to acknowledge my gratitude and indebtedness to Pam Matthews. Without 
your friendship my journey would not have been the same.
I need to acknowledge my family, without whose support I could not have 
undertaken this journey. My niece, Leah, my nephew, Craig, and most importantly my 
sister, Sara, who were always there to support my decisions, give me encouragement and 
hope. I cannot even begin to thank you. In addition I need to acknowledge all o f my 
friends who dutifully read my weekly tales from Arkansas, and then wrote back to 
encourage me, make me laugh, and remind me of all the folks pulling for me. I especially 
want to thank Lori Mettel who took over the biggest dog of all time, Ben, edited many of 
my papers, wrote hundreds of emails, called, and was there to support me.
Finally, I have to acknowledge the folks who got me to even consider doing 
something like this. My grandparents, Clifford and Vera Brainerd, instilled a work ethic 
and a quest for knowledge. My Aunt Dottie and Uncle Wint who gave me a good place to 
stay in the north woods when I was young and constant support throughout my return to 
school. My mother, Janet, who always valued education and supported all the crazy stuff 
I have done in my life. Dave DuRose reminded me to live every moment. And finally I 
would like to acknowledge Henry Bradlich, a good friend and mentor who lived life to 
the fullest. Henry, doing this may be my trip to the North Pole.
iv
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
TABLE OF CONTENTS
CHAPTER ONE: INTRODUCTION................................................................................... 1
Statement o f the Problem........................................................................................................ 2
Background............................................................................................................................... 4
Theoretical framework......................................................................................................... 4
Developmental Theory.....................................................................................................4
Structural-Functionalism..................................................................................................5
Feminist Theory................................................................................................................6
Stress theory......................................................................................................................7
Stress and Depression...........................................................................................................8
Demographic Variables....................................................................................................... 9
Gender................................................................................................................................9
Employment......................................................................................................................9
Relationships...................................................................................................................10
Importance of the Study.........................................................................................................11
Purpose o f the Study................................................................................................................11
Research Questions............................................................................................................ 12
Scope of the Study...............................................................................................................12
Definitions............................................................................................................................ 13
CHAPTER TWO: LITERATURE REVIEW.....................................................................14
Caregiving: Past, Present, and Future................................................................................... 14
Defining Caregiving................................................................................................................16
Care Recipients................................................................................................................... 16
v
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Caregivers.............................................................................................................................17
Informal Caregiving............................................................................................................18
Theoretical Framework...........................................................................................................18
Developmental Theory.......................................................................................................20
Developmental Theory and Caregiving........................................................................21
Structural Functionalism.....................................................................................................22
Structural Functionalism Theory and Caregiving........................................................25
Feminist Theory...................................................................................................................26
Feminist Theory and Caregiving...................................................................................27
Stress Theory........................................................................................................................ 28
Stress, Strain and Burden............................................................................................... 30
Stress, Strain, Burden, and Caregiving......................................................................... 31
Depression.............................................................................................................................33
Demographic Variables........................................................................................................... 36
Gender................................................................................................................................... 36
Strain, Stress, Depression and Gender.......................................................................... 38
Employment..........................................................................................................................39
Income.................................................................................................................................. 41
Physical Health..................................................................................................................... 42
Relationships.........................................................................................................................43
Summary................................................................................................................................... 45
CHAPTER THREE: M ETHODS........................................................................................50
Sample.......................................................................................................................................50
Sample Size........................................................................................................................... 51
vi
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Research Questions............................................................................................................ 52
Instrumentation.......................................................................................................................52
Depression........................................................................................................................... 52
Gender.................................................................................................................................. 53
Employment........................................................................................................................ 53
Health................................................................................................................................... 54
Relationships....................................................................................................................... 54
Procedures................................................................................................................................55
Informed consent.................................................................................................................55
University Institutional Review B oard..............................................................................55
Data Collection.................................................................................................................... 56
Data Analysis...........................................................................................................................58
CHAPTER FOUR: RESULTS........................................................................................... 60
Caregiver Sample.................................................................................................................... 60
Descriptive Analysis................................................................................................................63
Correlations..............................................................................................................................69
Principal Component Analysis...............................................................................................71
Multiple Regression................................................................................................................ 72
CHAPTER FIVE: DISCUSSION........................................................................................76
Depression in Young Adult Caregivers................................................................................. 77
Gender and Depression............................................................................................................ 79
Relationships and Depression................................................................................................. 81
Health and Depression............................................................................................................. 83
Employment and Depression...................................................................................................84
vii
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Conclusion...............................................................................................................................86
Limitations...............................................................................................................................87
Implications for Counseling................................................................................................... 88
Future Research....................................................................................................................... 89
References................................................................................................................................ 91
APPENDIX.............................................................................................................................99
Appendix A ............................................................................................................................ 100
Appendix B ............................................................................................................................ 104
Appendix C ............................................................................................................................ 105
Appendix D ............................................................................................................................ 106
Appendix E ............................................................................................................................ 107
Appendix F ............................................................................................................................ 108
Appendix G ............................................................................................................................ 109
Appendix FI............................................................................................................................ 110
Appendix I ..............................................................................................................................I l l
viii
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
CHAPTER ONE: INTRODUCTION 
The number of Americans living into their 80s and 90s has increased creating an 
unprecedented societal change (Dellmann-Jenkins, Blankemeyer, & Pinkard, 2001). In 
1900, those 65 and older represented 4% of the population; however, in 2000 this group 
represented 13% of the population, or 35 million Americans (Hooyman & Kiyak, 2002). 
This twelve-fold increase o f older adults compared to a three-fold increase in Americans 
under age 65 (Hooyman & Kiyak, 2002). By 2050, with the aging o f the baby boomers, 
the population of 65 and older will be approximately 70 million, or one in every five 
Americans (Hooyman & Kiyak, 2002; Pratt & Kethley, 1988).
The fastest growing segment of older adults has been the oldest-old, those 85 
years and older. By 2050 this group is predicted to make up 25% o f the population of 
older adults and 5% of the total population (Hooyman & Kiyak, 2002). Typically, the 
oldest-old have required the most extensive support (Brody, Dempsey & Pruchno, 1990; 
Pratt & Kethley, 1988). While the majority of older adults are independent, competent, 
energetic, actively involved in life, and live out their lives at home (Haggan, 1998), adults 
under 65 years o f age can expect their parents and grandparents to live longer and require 
increasing levels o f caregiving (Marks, 1996).
The overall declining birthrate has created a family structure known as the 
beanpole family, or verticalization (Martin, 1997). Verticalization occurs when the 
number of generations in a  family increases, due to declining mortality and the number of 
members of each generation decreases due to declining birth rates (Martin, 1997). Thus, 
more people will be living longer but the responsibility for caregiving for older adults 
will fall not only to adult children and spouses, but younger generations as well.
1
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However, verticalization has not changed the fact that families are organized 
according to set roles, patterns, communication styles, and structure (Sachs, 1997). When 
a parent, or grandparent, is threatened by illness, the family, as the primary source of 
support, will engage in caregiving tasks from personal care, such as bathing, to 
transportation and financial management (Crispi, Schiaffino, & Berman, 1997; Hooyman 
& Kiyak, 2002).
Statement o f the Problem 
Primary caregivers have traditionally been spouses and middle-aged children, 
ages 40 to 55 (Dellmann-Jenkins, Blankemeyer, & Pinkard, 2000). However, it is well 
established that when an older adult relative required assistance the adult children, 
grandchildren, and even great-grandchildren engaged in caregiving (Crispi et al., 1997; 
Faison, Faria, & Frank, 1999). Today, with a declining birthrate and a decreasing number 
o f potential caregivers, 1 of 3 caregivers is under the age of 40 (NFCA, 2000).
Previous research stated that middle-age adults were stressed by the interaction 
between the caregiving role and normal developmental tasks (McKibbin, Walsh, Rinki, 
Koin, & Gallagher-Thompson, 1999). Additionally, older adults and adult children have 
not been socialized to cope with intergenerational issues, such as living longer, and 
making decisions about parent care (Smerglia & Deimling, 1997). This change 
represents a reversal of lifelong patterns o f responsibility and autonomy, and was found 
to produce tension and conflict (Haggan, 1998; Smerglia & Deimling, 1997). Even when 
support was available to caregivers they reportedly struggled to balance social needs, 
family relationships, careers, and mental health (Dellmann-Jenkins, 2000).
2
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In their qualitative study Dellman-Jenkins, Blankemeyer, and Pinkard (2001) 
found that caregiving influenced the time available to young adults for friends, dating, 
and marriage. This may be related to a discrepancy between the developmental goals of 
young adulthood, feelings o f stagnation due to the caregiving role, and a perceptual shift 
concerning mortality (Haggan, 1998). Whatever the reason, there has been little research 
based on the caregiving experience for young adults and its impact on caregiver 
development (Shifren, 2001).
Previous caregiving research has established the relationship between caregiver 
mental health, psychosocial resources, and physical health (Berg-Weger, Rubio & Tebb, 
2000; Whitlatch, Feinberg, & Sebesta, 1997; Zunzunegui, LlacerCentro, & Beland, 
2002). Caregivers have reported increased depressive symptoms related to increased 
stress (Berg-Weger et al., 2000). Caregiver stress has been linked to increased cognitive 
impairment o f the care recipient, relationship problems with the care recipient, and less 
time with family members (Berg-Weger et al., 2000; Dellmann-Jenkins et al., 2000). 
Another study, by Mafullul and Morriss (2000) stated that depression related to the 
caregiver role was related to age of the caregiver and the degree of difficulty in caring for 
the older adult.
Earlier caregiver studies have focused on spouses and middle-age adult children 
caregivers, usually with small samples focused on caregivers of persons with severe 
cognitive impairment, such as Alzheimer’s disease (Gallagher, Rose, Rivera, Lovett & 
Thompson, 1989; Whitlatch et al., 1997; Zunzunegui et al., 2002). Studies have also 
focused on the relationship between depression in middle adult caregivers, gender, 
employment, health and relationships (Berg-Weger et al., 2000; Lawrence, Tennstedt, &
3
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Assmann, 1998). Only two qualitative studies have focused on young adult caregivers 
(Dellman-Jenkins, Blankemeyer, & Pinkard, 2000; Dellman-Jenkins et al., 2001). 
Empirical studies concerning caregiving by young adult children and grandchildren have 
been scant to non-existent (Dellmann-Jenkins et al., 2000; Silverstein, Conroy, Wang, 
Giarrusso, & Bengtson, 2002).
This study attempted to determine the relationship between levels o f depression in 
young adults, ages 18 to 40, who provide care to older adult relatives, and the 
demographic variables o f gender, employment, physical health, and relationships.
Background 
Theoretical framework 
A brief outline o f the theoretical underpinnings supporting this research follows in 
order to provide an understanding of the sociological and psychological relationship 
between young adult caregivers, demographic factors and depression. The four theories, 
developmental, structural functionalism, feminist, and stress theory set the stage for the 
development o f information focusing on the association between young adult caregivers, 
caregiving depression, gender, employment, health, and relationships.
Developmental Theory
Family problems, such as the strain of caregiving, occurred not because there is 
something inherently wrong with family members, but because families should be seen as 
organisms evolving through developmental stages, each requiring unique demands 
(Minuchin, 1993). Dellmann-Jenkins et al. (2001) qualitatively examined the relationship 
between the caregiving role and the developmental tasks of young adulthood. The study, 
predicated on the eight-stage model o f psychosocial development proposed by Erik
4
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Erikson (1959), examined the developmental focus of young adulthood, intimacy versus 
isolation, where the young adult must develop intimate relationships or suffer feelings o f 
isolation. Previous studies acknowledged that middle-aged adult caregivers, who 
developmentally are attempting to find some way to satisfy and support the next 
generation, struggled to find meaning and gain a sense of productivity in their lives 
(Grand, Grand-Filaire, Bocquet, & Clement, 1999; Haggan, 1998). The study by 
Dellmann-Jenkins et al. (2001) found that young adult caregivers also suffered from 
feelings of grief related to their developmental stage. Theirs was the first study that 
specifically studied young caregivers and psychosocial stress related to developmental 
theory.
Structural-Functionalism
A theory that began forty years ago, and has continued to influence family 
structure and caregiving is structural-functionalism (Kingsbury & Scanzoni, 1993). 
Structural-functionalism emphasized the wholeness o f the societal system, families’ 
hierarchical system, and the interdependence of family subsystems (Goldenberg & 
Goldenberg, 2000). According to this theory, transmission of values, mores and societal 
norms from parent to child were important roles that families played in order to maintain 
homeostasis, or equilibrium, in the face o f internal and external stressors (Kingsbury & 
Scanzoni, 1993).
Structural-functionalism was based upon two assumptions: (a) Survival o f society 
occurred when family members performed at a certain functional level, and (b) Smaller 
parts, such as families, existed to support the larger society (Kingsbury & Scanzoni, 
1993). Structural-functionalists believed that families operated in predictable cycles, and
5
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predictable stress was associated with these normal family transitions (Kingsbury & 
Scanzoni, 1993). Accordingly, Kingsbury and Scanzoni stated that family transitions, 
such as caregiving by young adults instead of middle age adults, disrupted the normal 
patterns and could cause catastrophic stress in the family system leading to societal 
disequilibrium.
Feminist Theory
Consideration of feminist theory as a third underlying theoretical focus for this 
study was based on the fact that the majority of caregivers in our society are women. 
Beginning in 1963, with the publishing of Betty Friedan’s book, The Feminine Mystique, 
feminist theory began to evolve as a result of a backlash to the structural-functionalism 
movement (Osmond & Thome, 1993). According to Osmond and Thome, feminist theory 
focused on oppression and women in connection to family roles, and placed the issue of 
gender and power at the center of the examination o f family interaction.
Feminist theory described the construct o f differences between men and women 
as a process that polarized gender and devalued women’s roles (Osmond & Thome, 
1993). Feminism, a principle that grew out of feminist theory, refers to women taking 
control and having political, social, and financial rights equal to men (Gilbert & Scher, 
1999; Gilligan, 1993).
Feminist theory was based on five themes: (a) How the world functioned from a 
woman’s perspective; (b) Gender was the organizing principle and involved difference, 
real or imagined, and power related to those differences; (c) Gender relationships needed 
to be viewed in the broadest social sense; (d) The concept o f a normal family was 
inadequate to study social structures such as gender bias; and (e) Scholarship should
6
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emphasize a review o f how social structures are value laden (Osmond & Thome, 1993). 
Feminist theory was predicated on the understanding that the personal was political, and 
the importance o f the female perspective (Gilbert & Scher, 1999).
When researching caregiving, feminist theory integrates concepts from both 
structural functionalism and developmental theory. Feminist theory considered social 
scripts, a structural-functionalism concept, to be associated with gender, thus reinforcing 
socialized gender concepts when performing developmental tasks (Stoller, 2002). For 
example, when engaging in caregiving men were viewed as helping out, whereas women 
were expected to provide care as a natural, developmental function.
Stress theory
In 1989 Pearlin published a manuscript describing the sociological foundations of 
stress. Pearlin (1989) stated that stressful experiences could be traced back to social 
structures, and an individual’s role within those structures. There are two types of 
stressors, life events observed through the quality of non-normative change, and chronic 
stressors rooted in institutionalized roles. The sources of stress were events that adversely 
restructured social and economic life conditions. Pearlin stated that stressful events could 
be triggered by persistent problems, and that stress disruption in institutional areas would 
likely cause disruptions in other areas.
Pearlin (1989) encouraged researchers to cast a wide net when investigating 
economic, occupational, family and social stressors. However, he also warned that 
research needed to be more selective when focusing on the connection between social 
forces and well-being. Selectivity, from Pearlin’s perspective, included sensitivity to 
social and economic factors such as age, gender, and occupation.
7
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Stress and Depression
Studies have shown that caregiver decisions, combined with family interactions, 
may be a predictor of stress and that stress has been linked with depression (Alspaugh, 
Stephens, Townsend, Zarit, & Greene, 1999; Cuellar, 2002; Lawrence et al., 1998; Shaw 
et al., 1997). According to Smerglia, Deimling, and Schafer (2001) depression has been 
the most widely examined indicator o f caregiver or chronic strain, one of the two types o f 
stressors according to Pearlin (1989). For example, Alspaugh et al. (1999) determined 
that caregivers were at considerable risk for development of a depressive disorder, while 
other researchers stated that physical and cognitive impairment of the care recipient, 
quality of familial relationships, adaptability, and level o f conflict with the care recipient 
directly related to levels of depression among caregivers (Cuellar, 2002; Deimling, 
Smerglia & Schaefer, 2001; Gallicchio, Siddiqi, Langenberg & Baumgarten, 2002; 
Whitlatch et al., 1997). Haggan (1998) estimated that depression rates were 30% to 50% 
among adult children caring for parents.
Besides being a widely recognized indicator o f stress, depression in caregivers is 
cause for concern. Depression influences the caregiver’s ability to function, and 
compromises their ability to continue providing care (Gallagher et al., 1989). Caregivers 
who exhibited markers of depression such as drug use, and family strain may experience 
memory difficulties, be less responsive to the needs o f the elderly, and be more likely to 
institutionalize care recipients, or discontinue care altogether (Arai, Suguira, Washio & 
Kudo, 2001; Gallagher et al., 1989; Steffen, Futterman, & Gallagher-Thompson, 1998).
8
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Demographic Variables
Gender
Women make up 70% of caregivers (Gallicchio et al., 2002). Women caregivers 
were more likely to provide domestic, personal, and hands-on care, while men were 
likely to provide intermittent assistance such as home repair and financial oversight (Mui, 
1995). Women have been expected to provide care and maintain family obligations, often 
sacrificing their jobs rather than institutionalize a care recipient and imply failure in their 
responsibility (Suitor & Pillemer, 1994). A study by Mui (1995) found gender differences 
related to caregiver strain were due to impairment between caregiving and other parts of 
life, while Gallicchio et al. (2002) stated that women were more burdened than men and 
exhibited higher levels o f depression.
Employment
Caregiving strain has been associated with work interference (Mui, 1995). 
Although 64% of caregivers are employed, they reported that caregiving affects their job 
productivity in various ways (NFCA, 2000). The National Family Caregivers Association 
(NFCA) Survey (2000) revealed that 84% of employed caregivers made phone calls 
during work, 69% arrived late or left early, 67% took time off during the workday, and 
40% stated that caregiving affected their opportunities for advancement.
The negative impact of caregiving on employment has been particularly prevalent 
among women workers (Pratt & Kethley, 1988). As the number o f employed women has 
increased, so has the conflict between caregiving, family, career, and health (Barusch, 
1995).
9
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Health
The link between psychosocial expectations, institutional expectations, stress and 
depression was discussed earlier. Other research identified negative emotional effects as 
pervasive and severe for caregivers, and found caregiver mental health was predicted by 
(a) health and functioning of the care recipient, (b) personal social resources, and (c) 
personal perceptions toward burden (Brody et al., 1990). Other than finding that 
caregivers got less sleep, and caregivers who rated their physical health as poor were 
more likely to suffer from depression, there is little information available on physical 
health behaviors and caregivers (McKibbin et al., 1999; Whitlatch et al., 1997). 
Relationships
When caregiving and personal relationships were examined, married women 
caregivers reported that they felt more support, economically and emotionally, than 
separated, divorced, or never married women (Brody, Litvin, Hoffman, & Kleban, 1995). 
Dellmann-Jenkins et al. (2001) stated 68% of unmarried caregivers reported that 
caregiving responsibility made dating or maintaining a relationship difficult. Married 
caregivers reported that 22% o f their spouses were supportive o f their caregiving duties; 
however, 83% said that the amount of time that they spent with their partners had 
decreased (McKibbin et al., 1999).
Thirty-seven per cent o f caregivers lived in the same household as the care 
recipient (NFCA, 2000). When older adults shared a home with an adult child caregiver it 
was usually a daughter, and 44% of those caregivers who shared households were not 
married (Brody et al., 1995). Brody et al. also found that co-residing with an elderly 
parent was a strong predictor o f caregiver strain.
10
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Importance of the Study 
If informal caregiving were replaced with paid caregiving it was estimated that in 
1997 it would have cost 196 billion dollars (NFCA, 2000). The NFCA survey also stated 
that in 1997 22% of the caregivers were 18 to 34 years old, and 39% were 35 to 49 years 
old. Another 4% of the of the care recipient population have never married, and 20% 
were childless meaning that they are more likely to turn to nieces, nephews, and other 
relatives for caregiving assistance (Hooyman & Kiyak, 2002). Research has not focused 
on the young adult population, age 18 to 40. Past studies have combined young adult 
caregivers with middle age caregivers, or ignored them completely (Dellman-Jenkins et 
al., 2000). Little research existed on early caregiving experiences, and the impact o f 
caregiving on adult development (Shifren, 2001). And there is scant empirical research 
on children providing caregiving; information on grandchildren providing care is non­
existent (Dellman-Jenkins et al., 2000; Silverstein, Conroy, Wang, Giarrusso, &
Bengtson, 2002).
Finally, most studies o f caregivers have had small sample sizes focused primarily 
on identified caregivers of persons with severe cognitive impairment, such as 
Alzheimer’s disease (Gallagher et al., 1989). Dellman-Jenkins et al. (2000) advocated the 
need for larger, more demographically diverse caregiver samples.
Purpose o f the Study 
As the population has continued to age, and with an ever-increasing number o f 
older adults requiring care, researchers have attempted to determine not only the 
institutional and sociological underpinnings o f caregiving on middle age adults, but also 
the emotional consequences o f caregiving, and the impact that gender, employment,
11
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health, and relationships have on caregivers. Much o f this research has focused on 
specific populations of care recipients, usually persons with severe cognitive impairment, 
and small sample sizes drawn from caregivers seeking assistance (Gallagher et al, 1989). 
This study differs from past research by focusing specifically on an increasingly 
important caregiving population, young adults age 18 to 40. The purpose of this study 
was to examine the relationship between depression in young adult caregivers, gender, 
employment, physical health, and relationships.
Research Questions 
The specific research questions examined in the study were:
1. Do young adults, who provide care for older adult family members, have higher 
levels o f depression than the general population?
2. Do these levels o f depression differ based on the following demographic 
variables:
-Gender 
-Employment 
-Physical Health 
-Relationships
Scope o f  the Study
This study did not examine the relationship between young adult caregivers and 
any other caregiving group. It also did not include young adult spousal caregivers, nor did 
it look at any other care recipients except for older adult relatives. The study focused only 
on depression as an outcome variable and did not include any specific examination of 
caregiver stress, burden, or well-being. All attempts were made to provide an
12
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appropriately diverse sample o f caregivers, however, no attempts were made to 
specifically examine racial differences of young adult caregivers in this study.
Definitions
For the purposes o f this study the following definitions will apply:
Caregiving: providing assistance to older parents, stepparents, parents-in-law, 
stepparents-in-law, grandparents, or grandparents-in-law who require help in their daily 
lives, including emotional support, and/or financial support (Brody, et al., 1990).
Young Adults: according to Erikson (1959) there were three stages o f adulthood. The first 
stage begins at age 18 and ends at age 40. Erikson stated that this stage, known as 
intimacy versus isolation, included the beginning of work, or study, for a career, 
sociability, and the establishment o f intimate relationships.
Activities o f daily living: are the most commonly used measures o f personal care tasks 
and include bathing, dressing, using the toilet, eating, getting in or out o f bed, and 
walking (Hooyman & Kiyak, 2002).
Instrumental activities o f  daily living: include an individual’s performance with their 
environment and includes home management, managing money, housework, meal 
preparation, making phone calls, and shopping (Hooyman & Kiyak, 2002).
13
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CHAPTER TWO: LITERATURE REVIEW 
Caregiving: Past, Present, and Future
In 1900 only four percent o f  the population was 65 years old or older (Hooyman 
& Kiyak, 2002). Life expectancy for the average adult was 47 years. In 2000 13% o f the 
population, 35 million adults, were 65 years or older. According to Hooyman and Kiyak 
this is a twelve-fold increase in population compared to a three-fold increase in the under 
age 65 population, while the life expectancy in 1998 had increased 29 years for the 
average adult to 76 years. Hooyman and Kiyak stated that beginning in 2010 the baby 
boom generation will begin to reach old age, and by 2030 the population of adults 65 
years and older will be approximately 70 million, or one out of every five Americans. By 
2050 the life expectancy for males could be 80, and 84.3 for females.
The fastest growing population o f older adults is the oldest-old, those 85 years old 
and older (Dellman-Jenkins, Blankemeyer, & Pinkard, 2001; Hooyman & Kiyak, 2002). 
By 2050 Hooyman and Kiyak (2002) predicted that the oldest-old would make up five 
percent o f the total population, and one fourth o f the population over age 65. The oldest- 
old are more likely to require long-term care, or extensive support (Pratt & Kethley,
1998).
The majority of older people are competent, energetic, actively involved in life, 
and capable of handling changes. Contrary to popular belief many older people never lose 
their independence. They live out their lives in their own home and are able to do so 
because of improved health care and adequate financial support (Haggan, 1998).
However, older people, even those living independently, required support, usually 
provided by the family (Hooyman & Kiyak, 2002).
14
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It is well established that that when older adult family members required 
assistance the adult children, grandchildren, and even great-grandchildren, engaged in 
caregiving (Crispi, Schiaffino, & Berman, 1997; Faison, Frank, & Faria, 1999). 
Unfortunately, the number of caregivers available continues to shrink. According to a 
National Family Caregiver Association (NFCA) survey (2000) in 1997 there were 11 
caregivers for each care recipient, by 2050 that number will shrink to four caregivers for 
every care recipient. The NFCA stated that 26.6% o f the population, or 54 million people, 
provided care for a family member. The NFCA survey also found that in 1997 23% of 
households had provided some level of caregiving in the previous 12 months.
An increased life expectancy, attributed to eradication of childhood diseases, 
advances in medical care, and a lower death rate due to acute diseases, coupled with a 
decline in the birthrate in the United States since 1960, has resulted in a death rate that 
could exceed the birth rate by 2030 (Hooyman & Kiyak, 2002). This situation has 
resulted in a common family structure known as the beanpole family, or verticalization of 
the family, whereby the number of generations in a family increased, due to declining 
mortality, while the number of members in each generation decreased, due to the 
decrease in population (Martin, 1997).
Adults can expect their parents to live longer lives and the average married couple 
can expect to spend more years caring for their parents than their children (Marks, 1996; 
Pratt & Kethley, 1988). The traditional caregivers are middle-aged women. The average 
being a 46-year-old married woman, who works outside o f the home, makes $35,000 per 
year, and provides 18 hours of caregiving per week (NFCA, 2000). However, one out of
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three caregivers, or approximately 18 million, were young adults, age 40 or less 
(Dellman-Jenkins, Blankemeyer, & Pinkard, 2000).
Defining Caregiving
In the late 1940s sociologists began to focus on the nuclear family as the 
distinctive feature o f  American society. The growing population of older adult family 
members was portrayed as isolated and without a useful function within the family 
(Horowitz, 1985). In the 1960s sociologists began to view the elderly as an important part 
of the American family and established family focused research that included family 
caregiving. According to Horowitz, research in the 1970s found that, contrary to earlier 
notions, families were involved in caregiving, and played a critical role in preventing or 
delaying placement o f older adult family members out of the home.
Care Recipients
Parents, or older adult family members, that required care suffered from social 
isolation, limited contact with families, fear of being a burden, loss o f employment, loss 
of independence, loss o f financial security and loss of social status (Haggan, 1998). 
According to Haggan, older adult care recipients desired emotional support over financial 
support while continuing to engage in reciprocal sharing with their children. Haggan also 
stated that aging family members desired to maintain their independence, both physical 
and financial, as long as possible; however, those who gave up part o f  their independence 
expected to be provided with privacy and a personal life.
One important aspect that affected the quality of the caregiver-care recipient 
relationship was the nature o f the their past relationship and the balance o f this 
relationship over time (Lawrence, Tennstedt, & Assmann, 1998). Lawrence et al. stated
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that positive feelings between the care recipient and the caregiver in the past buffered 
current stressors and added coping strategies for both parties. Horowitz (1985) stated that 
age and income of the care recipient were good indicators of the level of family response.
Caregivers
The traditional caregivers are middle-aged women. However, families, not just 
one member, most often decided if the family should take control of an older adult’s life 
(Sachs, 1997) In these decisions problems did arise. The immensity of the responsibility 
for caregiving led to denial by family members for the need to provide care (Sachs,
1997). Often, provision of care for older family members released long buried hostilities 
and struggles occurred when there was an underestimation of the older adult’s ability and 
an overestimation of a family’s ability to offer support (Haggan, 1998). In addition, intra­
family conflicts, sibling conflicts, and isolation of family members occurred when there 
were unrealistic expectations for the type of care that a family should provide (Sachs,
1997).
When care recipients have been involved in the decision-making process they are 
better able to foster a sense of autonomy for themselves and lighten the sense of burden 
on the caregivers (Smerglia & Deimling, 1997). Caregiving can result in emotional stress 
due to constant concern, increased responsibilities, and restrictions on time (Horowitz, 
1985). Yet, family members continue to assume caregiving duties for a number of 
reasons, including a sense of filial duty, no other family member available or willing, and 
in order to avoid long-term placement o f the family member (Dellman-Jenkins et al.,
2000).
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Informal Caregiving 
Hooyman and Kiyak (2002) defined informal caregiving as unpaid assistance with 
activities o f daily living (ADL) and instrumental activities o f daily living (IADL). There 
are seven ADLs, which are the most commonly used measures o f functional health, and 
include activities o f personal care such as dressing, bathing, toileting, and eating 
(Hooyman & Kiyak, 2002; Spector & Fleishman, 1998). IADLs focus on a care 
recipient’s performance within their environment and include managing money, meal 
preparation, making a phone call, and grocery shopping (Hooyman & Kiyak, 2002; 
Spector & Fleishman, 1998).
The NFCA (2000) survey found that 52% o f informal caregivers provided help 
with ADLs, and Hooyman and Kiyak (2002) stated that 86 percent of care recipients live 
in the community with three or more ADLs. Twenty percent o f care recipients needed 
assistance getting out of bed and bathing, while many more elderly family members 
required assistance with finances, meals, and transportation (Faison et al., 1999). Unpaid, 
family caregivers provided most of this assistance.
Theoretical Framework 
The history of western thought on love and respect between generations originates 
with Plato, Montaigne, Rousseau, and Montesquieu, and without exception pointed to the 
love felt between parents and offspring (Adams & Steinmetz, 1993). Philosophers have 
argued that the love a child had for a parent was less than that o f a parent for the child, 
yet there was a strong sense of obligation, or debt, that influenced children to provide 
care, and sacrifice for older family members. Adams and Steinmetz stated that parents
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and children provided an interesting theoretical relationship model with the final stage, 
loving and honoring aging relatives, being dependent upon upbringing and human nature.
Goldenberg and Goldenberg (2000) argued that there is not enough recognition of 
the influence o f social and political contexts on families, or the influence that power 
differentiation plays on family interaction. Families were often characterized by their 
diversity rather than their similarity, and were seen as deviant, rather than reflective of 
society (Pratt & Kethley, 1988).
Families were organized according to set role patterns and structure, and when a 
parent was threatened by illness the family responded by providing care (Crispi et al.,
1997; Sachs, 1997). Families cared for other family members; however, there was a 
paradoxical situation created when caregiving was seen as interfering with traditional 
family roles and accepted as a necessary family role (Burack-Weiss, 1995; Suitor & 
Pillemer, 1994).
Families were also influenced by gender roles. For example, a prominent theme 
seems to be that western women were better suited to household duties, therefore being 
seen as the primary providers o f care for the elderly (Adams & Steinmetz, 1993).
Likewise, men who are not supportive o f the caregiving role o f their wife contributed to a 
decline in marital satisfaction for both partners (Suitor & Pillemer, 1994). Therefore, 
conflict could be produced for women when they engaged in transitions that conflicted 
with cultural mandates (Suitor & Pillemer, 1994).
Wampler and Halverson (1993) stated that the study of the family was complex in 
nature; however, it could be accomplished if the researchers focused on the theoretical 
basis when examining family interaction. To set the stage for the examination o f young
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caregivers the underlying theories are examined, including developmental theory, 
structural functional theory, feminist theory, and stress theory.
Developmental Theory
Developmental theory, promoted by Erikson (1959), was the first to describe the 
entire life span. Erikson characterized the human developmental stages as age specific 
with an associated developmental tasks that had to be solved, based on the groundwork of 
the previous stage. The developmental stages were based on an interaction with an 
expected environment, and focused on the link between society and the individual.
Erikson viewed growth as both intra-personal and interpersonal conflicts that the 
individual weathered, emerging with an inner unity, sense of good judgment, and 
capacity to do well.
Erikson (1959) stated that the potentiality of a person was governed by remaining 
in the proper rate and developmental sequence. Erikson believed that in order to develop 
as a mentally healthy person they must also develop a (a) sense of trust, (b) sense of 
autonomous will, and (c) sense o f initiative. Erikson stated that in each developmental 
stage a crisis was met and a lasting solution found that led to another radical change in 
perspective, and movement to the next developmental stage.
Erikson (1959) proposed three stages o f adulthood. The first of these stages was 
called intimacy and distantiation versus self-absorption. Erikson viewed this stage, 
typically associated with young adults age 19 to 40, as the beginning of work or study for 
a career, sociability, after a length o f  intimacy with the opposite sex, and finally marriage 
and family. Intimacy included both sexual intimacy and psychological intimacy. Erikson 
was convinced that the surer a person was in their identity, the easier it would be to
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engage in meaningful relationships. However, Erikson also stated that unsuccessful 
attempts in seeking identity in this stage would lead to repeated failure in other than 
formal relationships.
The second stage of adult development, generativity versus stagnation, was 
associated with middle age adults, age 41 to 65 (Erikson, 1959). Erikson referred to 
generativity as a progression where an adult wishes to establish and guide the next 
generation. Individuals who failed at this stage regressed to a level described as pseudo­
intimacy, or stagnation, and interpersonal impoverishment. Erikson stated that individuals 
who suffered stagnation typically indulged themselves.
The final stage of adult development, integrity versus despair and disgust, has 
been associated with older adults, age 65 and older (Erikson, 1959). Ego integrity, as this 
stage later became known, actually began in childhood, according to Erikson. It included 
the ability o f an adolescent to be a leader, and a follower, so that they could successfully 
move through adulthood. In this final stage integrity applied to people who adapted to the 
high and low points of life, generated things and children for the future, and accepted the 
life cycle. Erikson stated that successful older adults accepted the life that they have 
lived. On the other hand, Erikson described despair as the realization that time was too 
short to begin another life cycle, and was often hidden behind disgust for self and others. 
Developmental Theory and Caregiving
Caregiving, from a developmental standpoint, was not readily connected to any 
specific developmental stage because it is not linked to specific ages, nor does it fit in 
with Erikson’s focus on the adult-child psychological and emotional development 
(Gerald, 1997). Although Erikson (1959) stated the older and younger generations had a
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symbiotic relationship that influenced the mutuality of development o f the basic and 
universal values o f love, faith, order, work, etc., he did not describe a relationship of the 
young caring for the elder.
Middle-aged adults were primarily associated with providing care for older adult 
family members and studies have found that 41 to 65 year olds are stressed by the role of 
caregiver when combined with the developmental tasks of middle age (McKibbin, Walsh, 
Rinki, Koin, & Gallagher-Thompson, 1999). However, middle-aged adults have reached 
a developmental plateau in life that allows them to have an objective view, and 
relationship with their parents (Dellman-Jenkins et al., 2000).
Young adult caregivers have not yet reached the same plateau. A qualitative study 
by Dellman-Jenkins et al. (2000) found that young adult caregivers were engaged in 
developing a differentiation from their family of origin, establishing intimate 
relationships, and developing a career. Rather than cementing a different relationship 
with their parents, young adults are smothered in demographically dense years, 
determining the majority o f their life shaping decisions.
Structural Functionalism 
Structural functionalism was the dominant family theory beginning in the middle 
of the twentieth century, however the foundations were laid in the late nineteenth century 
(Kingsbury & Scanzoni, 1993). Beginning in 1889 the United States was faced with the 
highest divorce rate in the world, an increasing number of working mothers, increasingly 
rebelliousness by youth, a falling birth rate, and a growing incidence o f illegitimacy, 
adultery, and premarital sex (Kingsbury & Scanzoni, 1993). To support society a normal 
family system was encouraged.
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Fifty years later structural functionalism, developed by Talcott Parsons, espoused 
the importance of family system conformity in order to support a functional society 
(Kingsbury & Scanzoni, 1993). According to Kingsbury and Scanzoni, Parsons believed 
that people had an inclination toward deviance that must be controlled, since deviancy led 
to family disorganization which resulted in divorce, delinquency, and shifts in the normal 
family structure. Functionalism encouraged solidarity and common belonging in order to 
fulfill role expectations and promote the greater good.
When creating structural functionalism Parsons was influenced by Durkheim’s 
theory on conception and integration o f social systems, and Weber’s work on the 
interface between social and cultural systems (Parsons, Shils, Naegele, & Pitts, 1961). 
Parsons et al. stated that the primary focus o f structural functionalism, and sociology, was 
the function of integration and pattern maintenance.
Structural functionalism is based upon two basic assumptions: (a) Survival o f 
society occurs when members o f society perform at a certain level, and (b) Smaller parts 
exist to support larger societal functions (Kingsbury & Scanzoni, 1993). In addition, four 
main functions underlie structural functionalism. According to Parsons et al. (1961) the 
functions included pattern maintenance, goal attainment, adaptation, and integration. 
Pattern maintenance served as a reference point and offered an opportunity to view 
systems in change, and the tendency o f systems to maintain their structure (Parsons et al., 
1961). Pattern maintenance also included maintenance of institutionalized societal values, 
for example, the maintenance o f strong moral commitments due to religious pluralism 
and secularization in the United States (Parsons, 1977). With an increased dependency by 
the family upon occupational earnings and geographic mobility, and an increased
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emphasis on the significance of the family for support o f individual family members, 
pattern maintenance within the family has taken precedence over the other societal 
functions (Parsons, 1977).
Goal attainment, another function o f structural functionalism, was a directional 
change that balanced the needs of a system and the fulfillment o f needs (Parsons et al, 
1961). Parsons et al. stated that a third function was adaptation, or the provision of 
effective goal attainment balanced by the need to provide cost effective access to the 
goal. The final function was integration related to the action between pattern maintenance 
and goal attainment. Parsons et al. stated that integration was the core concept for 
evaluating the concerns of the sociological theory.
Structural functionalists stated that the structure o f complex societies included the 
maintenance of institutionalized cultural patterns, the integration of differentiated norms, 
and a coordinated system for handling external situations (Parsons et al., 1961). Parsons 
used the example o f a game of chess to describe the system and subsystem organization 
within society. Parsons et al. stated that, like a chess game, the first few moves and the 
outcome are prescribed; yet acts within the game could not be prescribed. In the same 
way, roles in society are not permanently differentiated and societal units hold 
specialized functions in society depending on the tasks that they perform.
Shared symbolic actions, or how humans understand the symbolic intentions in a 
symbolic environment, were also central to structural functionalism (Parsons, 1977). 
However, Parsons departed from symbolic interactionists when he proposed that values 
and environmental conditions served to impact human behavior. Parsons believed that 
behavior fell into four interconnected action systems: (a) Personality systems, or a search
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for psychic satisfaction, (b) Cultural systems, or an interest in decoding symbolic 
meaning, (c) Behavioral systems, or a need to adapt to the physical environment, and (d) 
Social systems, or an attempt to relate to other members o f society.
Structural functionalism emphasized the wholeness o f the system, the hierarchical 
family system, and the interdependence of family subsystems (Goldenberg &
Goldenberg, 2000). The four defining properties of functionalism, (a) roles specialization,
(b) interrelationship between roles in order to share values and promote connectedness,
(c) the strong internal connection of system players, and (d) the promotion of 
homeostasis, were intertwined with role specification (Kingsbury & Scanzoni, 1993). 
Structural functionalists believed that males performed task-oriented instrumental roles, 
while females engaged in emotional role relationships, also known as expressive roles 
(Kingsbury & Scanzoni, 1993). In addition, functionalists believed that there was a 
separation between the instrumental orientation of work and the affective orientation of 
the family, and that in order for the two spheres to function they must be kept separate 
(Neal, Chapman, Ingersoll-Dayton, & Emlen, 1993).
Structural Functionalism Theory and Caregiving
According to Parsons and Smelser (1956) there was an interaction between 
systems and situations whereby situations tended to be sought after and maintained so 
that larger society systems could function. Parsons (1977) stated that there were 
individual needs within society; however, society operated on an economic level where 
resources were allocated, and collective goals took precedence over individual goals. 
Social structures were viewed as systems that focused on the ordering o f units on a scale 
according to prestige and contribution to the welfare of the society (Parson et al., 1961).
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Structural functionalists believed that families operated in predictable cycles, not 
unlike systems (Kingsbury & Scanzoni, 1993). Predictable family transitions created 
predictable stress, however non-normative transitions could cause catastrophic stress on 
the family (Kingsbury & Scanzoni, 1993). Parsons et al. (1961) recognized stress, or 
pressure toward changing a relationship between structured units, as responsible for 
disequilibrium to the family structure.
Goldenberg and Goldenberg (2000) stated that families’ structure was the covert 
set of functional demands that organized how families acted. It included observing how 
families maintained equilibrium when carrying out tasks, rules, and behaviors that 
support the family system, and resistance to deviations in family patterns from a familial 
and societal standpoint (Goldenberg & Goldenberg, 2000). Because family stress was 
defined as an upset in the steady state o f the family that could lead to disequilibrium, 
caregiving of frail parents by young adults could result in catastrophic stress to the family 
system (Kingsbury & Scanzoni, 1993).
Feminist Theory
Feminist theory began with the publishing of Betty Friedan’s book, The Feminine 
Mystique, in 1963, and created a backlash to the structural functional view that the 
nuclear family was the most appropriate, and stable, societal structure (Osmond & 
Thome, 1993). Feminist theory evolved from historical roots grounded in political and 
social action, and stated that the female perspective was important; that women held 
value in society, and that the personal was political (Gilbert & Scher, 1999; Osmond & 
Thome, 1993). Feminist theory was a reaction to two myths that influenced society: (a) 
Men were in control because they have the knowledge and were capable, and (b) Men
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have the best interest of women in their heart (Hanks & Settles, 1990). An offshoot of 
feminist theory was feminism, which simply referred to the idea that women could take 
control, and have political, social, and financial rights equal to men (Gilbert & Scher, 
1999; Gilligan, 1993).
Feminist theory examined the constructing o f differences between men and 
women as a process that polarized genders and devalued the roles of women (Osmond & 
Thome, 1993). According to Osmond and Thome there were many feminist theories, all 
o f  which contained the following common themes: (a) Feminist theory focused on the 
world and how it functioned from a woman’s perspective, (b) Gender was the organizing 
principle and involved real or imagined differences and power, (c) Gendered 
relationships needed to be viewed in the broadest social sense, (d) The normal family was 
an inadequate context in which to examine social structures, including cultural, class, 
ethnic and sexual/gender bias, and (e) Scholarship should be value laden and emphasize 
social structures. Feminist theory, according to Osmond and Thome, focused on the 
oppression o f women in connection to their roles in the family, and encouraged a 
rethinking o f assumptions of gender, power, and the family.
Feminist Theory and Caregiving
Feminist theorists stated that caregiving is related to power, gender, and the 
family system, including the connection between oppression and women’s family roles 
(Osmond & Thome, 1993). Psychoanalytic feminist theory focused on the patterns 
established in early childhood that influenced women and their attachment to care giving 
and care recipients (Stoller, 1994). Socialist feminist theory redefined the concepts of 
work by investigating the interaction between social relations o f production and
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reproduction, focusing on caregiving as a service that added value to the family, and 
society (Stoller, 1994). Basically, feminist theory challenged universal assumptions 
concerning women by providing a lens to view caregiving in three different ways: (a) 
Feminist empiricism, or using traditional scientific methods to focus on and correct 
gender bias in research, (b) Feminist standpoint, where imbalances are redressed through 
research, and (c) Postmodern feminist research, which critiques research in order to 
construct knowledge (Brewer, 2001).
Brewer (2001) stated that women generally viewed caregiving as a societal 
expectation, and were not able to acknowledge tasks in caregiving, whereas men easily 
classified their caregiving tasks. However, Brewer also stated that women did not engage 
in caregiving due to natural tendencies, but responded to an interaction between 
themselves, their view of life, and social structures that supported females engaging in 
caregiving. The social structure policies restricted the availability o f care resources, and 
permitted the continuation of discriminatory, gendered employment practices that would 
not be tolerated as a business practice (Brewer, 2001).
Stress Theory
The structural context o f stress theory was based upon the interaction between 
social institutions, or structures, and an individual’s roles (Pearlin, 1989). Stressful events 
could be triggered by persistent problems, and the nature of a relationship prior to the 
event often determined how stress was perceived (Pearlin, 1989). Age, gender, education, 
and occupation also provided the background and context for the stress process, as did 
the kinds o f stressors that people were exposed to, and the resources that they possessed 
to deal with stress (Pearlin, Mullan, Semple, & Skaff, 1990).
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Stress theory was based upon the assumption that “response to stress is 
legitimately of greater interest than the cause of stress” (Pearlin, 1989, p. 243). Stress 
theory recognized the influence o f life events, or non-normative changes, and chronic 
stressors that are often rooted in institutionalized social roles (Pearlin, 1989). According 
to Chiriboga, Weiler, and Nielsen (1990) stress theory included three basic parts: (a) 
stressors, which are life events or chronic stressors that provoke change, (b) responses, or 
reactions to stressors such as depression, and (c) mediators, that determine the level o f 
response.
Pearlin et al. (1990) described stressors as primary or secondary. Primary 
stressors were likely to last and intensify over time. Examples of primary stressors for 
caregivers included decreasing cognitive status o f the care recipient, or behavior that 
required vigilance. Secondary stressors, according to Pearlin et al., included role strains, 
or roles outside of the caregiving, and intrapsychic strains. Examples of secondary 
stressors included family grievances, employment, economic strain, and loss o f social 
life.
Pearlin (1989) described five specific types of role strains, (a) role overload, (b) 
interpersonal conflicts, (c) inter-role conflicts, (d) role captivity, and (e) role 
restructuring. Pearlin stated that role overload existed when demands on energy exceeded 
energy capacity. Interpersonal conflicts occurred when role sets led to problems between 
those who interacted in complementary roles, most often parent-child interactions. Inter­
role conflicts referred to incompatible demands of the multiple roles of caregiving, 
whereas role captivity focused on the caregiver as an unwilling participant. Finally,
29
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Pearlin characterized role restructuring as a process that occurred that forced a change in 
the interaction pattern.
Stress, Strain and Burden
Early definitions of stress stated that stress was a nonspecific response to trauma. 
However, more recently stress has been defined as any event in which environmental 
demands, internal demands, or both, exceed the resources of an individual or social 
system (Chiriboga et al., 1990). Therefore, sources o f stress could be attributed to events 
that adversely restructured social and economic conditions, and could be traced back to 
social structures, social and economic class, gender, and age (Pearlin, 1989). For example 
stress has been empirically related to shifting life conditions including divorce, 
involuntary job loss, family adjustments, death o f  a spouse, changes in personal plans, 
and changes in a care recipient (Hendricks, 1990; Pearlin, 1989).
Similar to stress, strain included three dimensions: (a) Exhaustion, (b) Emotional 
arousal, and (c) Goal discrepancy, defined as the taxing o f physical and psychological 
resources resulting in strain (Schwarz & Roberts, 2000). Strain in one area of life could 
cause responses in many other areas (Chiriboga et al., 1990). Life events usually 
associated with high strain included family traditions, the need to give up social or 
recreational events, emotional exhaustion, and relationship instability (Hendricks, 1990). 
For example, Orbell and Gillies (1993) stated that employee strain was related to 
workload and discretion within the workplace, supporting Pearlin’s (1989) contention 
that roles impact the institutional context o f people’s lives resulting in strain.
Caregiver burden has been defined as “the time and effort required for one person 
to attend to the needs of another” (Schulz, 1990, p. 36). Hendricks (1990) viewed burden
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as a series o f small stressors that individually were not overwhelming, but accumulated to 
form burden. Gerald (1997) stated that measures of burden included caregiving conflict, 
family conflict, role captivity, and time availability. Three dimensions further define 
burden: (a) difficulty with specific caregiving responsibility, (b) psychological 
symptomatology and (c) the influence of demographics (Crispi, Schiaffino, & Berman, 
1997; Faison et al., 1999).
Stress, Strain, Burden, and Caregiving
Hendricks (1990) stated that caregivers experienced stress and strain as a result of 
the level of caregiving assistance, and if the caregiver was living with the care recipient. 
Caregivers who lived with the care recipient experienced higher stress related to less 
control over their own activities, less privacy, less vacation opportunities, less time 
devoted to outside relationships, and less time away from the care recipient (Hendricks, 
1990).
Caregiver stress produced distress in some caregivers that has been found to 
influence depression (Gerald, 1997; Schwarz & Blixen, 1997). Lee, Brennan, and Daly 
(2001) found that caregivers who viewed care situations as more stressful were 
significantly more depressed than those who found the situation beneficial for themselves 
and the care recipient. Neal, Chapman, Ingersoll-Dayton, and Emlen (1993) postulated 
that younger, employed caregivers experienced greater stress, and therefore more 
depression than middle age caregivers because they are balancing work, childcare and 
caregiving.
Schwarz and Roberts (2000) examined the relationship between caregiver strain 
and depression and found that increased strain significantly related to increased
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depressive symptomatology. Higher caregiver strain, and depression, resulted from two 
items: (a) the meaning attached to caregiving by the caregivers, and (b) providing care for 
older adults with cognitive impairments (Mui, 1995; Schwarz & Blixen, 1997; Schwarz 
& Roberts, 2000). However, Schwarz and Roberts (2000) state that the developmental 
life cycle in which the caregiving occurred might be an important factor, pointing to their 
findings that many younger caregivers who suffered from increased strain and depression 
were still involved in working and child-rearing.
The study of burden has been central to caregiving research (Schulz, 1990).
Gaynor (1990) studied 155 caregivers and found feelings of perceived burden to be 
highest among women who had been involved in caregiving for a long period o f time. 
Martin (1997) also found that women reported higher burden than men, but related it to 
the fact that women performed more caregiving than men, and another study found that 
sons reported less caregiving burden than did daughters (Faison et al., 1999).
Faison et al. (1999) stated that there was a positive correlation between increased 
activities of care and burden. Higher burden was linked with increased provision of 
ADLs, and IADLs (Faison et al, 1999; Martin, 1997). Adult caregivers who suffered 
from health impairments, and problems with relationships reported higher levels o f 
burden, whereas young adult caregivers suffered higher levels of burden because they 
were less prepared for care tasks (Faison et al., 1999; Vitaliano, Russo, Young, Becker, & 
Maiuro, 1991).
Vitaliano et al. (1991) studied caregivers with low social support and coping 
resources, and high vulnerability to health problems, and found that these caregivers were 
at risk for burden and psychological distress. Schulz (1990) stated that burden was a
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predictor o f depression. Gerald (1997) stated that a high level of burden was a significant 
predictor o f depression. Pearlin, Mullan, Semple, and Skaff (1990) agreed, however, they 
stated that specific burdens, not just global burden, were more likely to result in caregiver 
depression.
Depression
Depression has been defined as a chronically depressed mood, coupled with two 
or more o f the following symptoms (a) poor appetite, (b) insomnia or hypersomnia, (c) 
low energy, (d) low self-esteem, (e) poor concentration, (f) trouble making decisions, 
resulting in low interest, and self criticism (American Psychiatric Association, 2000). 
Studies o f caregivers have reported increased stress and strain consistently linked to 
increased depression (Alspaugh, Stephens, Townsend, Zarit, & Greene, 1999; Rosenving, 
Jones, Judge, & Martin, 1998; Schulz et al., 2002).
Berg-Weger, Rubio, and Tebb (2000) stated that increased strain was related to 
increased depressive symptoms. Depression was the most widely examined indicator of 
caregiver strain, but it was not the total number o f stressors but the number of new 
stressors that related to the level of caregiver depression (Given, Given, Stommel, & 
Azzouz, 1999; Smerglia, Deimling & Schafer, 2001). Steffen, Futterman, and Gallagher- 
Thompson (1998) studied the incidence of clinical depression, including major 
depression, dysthymia, and depression not otherwise specified, and found that 30% of 
caregivers who suffered from chronic stress also suffered depression. Alspaugh et al 
(1999) found feelings of captivity in a caregiving role were strong predictors for the 
development o f a clinical depression.
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Depression rates among adult children caregivers ranged from 30% to 50% 
(Cochrane, Goering, & Rogers, 1997; Haggan, 1998). When age and education were 
considered adult children still experienced greater levels o f depression than non­
caregivers (Strawbridge, Wallhagen, Shema, & Kaplan, 1997). A study by Gallagher, 
Rose, Rivera, Lovett, and Thompson (1989) found that on average 36% of all caregivers, 
31% of men caregivers, and 49% of women caregivers suffer from depression. The 
NFCA (2000) survey found that 61% of caregivers providing at least 21 hours of 
caregiving per week suffered from depression.
There is evidence that depression is related to cognitive, functional, and 
behavioral characteristics or deficits o f the care recipient, (Cuellar, 2002; Gallicchio, 
Siddiqi, Langenberg, & Baumgarten, 2002; Whitlatch, Feinberg, & Sebesta, 1997). 
Physical and cognitive impairment, the quality of familial relationships, adaptability, and 
level of conflict with the care recipient all influence the level of caregiver depression 
(Deimling, Smerglia, & Schafer, 2001).
Differences in the experience of caregiving were dependent upon family size, 
family roles, financial burden, and the availability of formal and social support (Shaw et 
al., 1997). Caregivers who viewed the provision of care as an obligatory family 
expectation suffered from higher stress and depression (Gallicchio et al., 2002).
Caregiving research has found increased levels of stress and depression, however 
these effects may be even greater for children caring for older adult parents due to the 
caregiver’s need to balance family and employment (McKibbin et al., 1999). Caregivers 
with lower household incomes appraised caregiving as a threat, suffered from increased 
stress, and showed higher rates of depression (Lee, Brennan, & Daly, 2001).
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Most predictive o f caregiver depression was a history of depression, especially at 
the onset of caregiving, and a worsening of physical health (Whitlatch et al., 1997). 
Research has demonstrated a strong relationship between caregiver mental health, 
psychosocial resources, and physical health (Berg-Weger et al., 2000; Zunzunegui, 
LlacerCentro, & Beland, 2002). Those caregivers who were depressed at the outset of 
care provision were more likely to not only exhibit higher depression, but also to 
discontinue care (Arai, Suguira, Washio, & Kudo, 2001).
Caregivers who did not consider caregiving stressful utilized a few coping 
strategies and exhibited higher cognitive empathy (Cuellar, 2002; Lee et al., 2001). 
Cuellar (2002) stated that there are strong correlations between social support, life 
satisfaction, the ability to network successfully, and lower depression levels. Clark (2002) 
examined hardiness, or having a sense o f control over life, and depression and 
determined that there was a negative correlation between hardiness and depression.
Depression disabled and compromised the caregiver’s ability to continue 
providing care and influenced the caregivers everyday functioning (Gallagher et al.,
1989). Markers of depression included drug use, family strain, institutionalization o f the 
care recipient, and discontinuation o f care (Arai et al., 2001; Gallagher et al., 1989).
Depression has been the focus o f caregiver studies because of concern that 
depressed caregivers may be less responsive to the needs of the elderly (Steffen et al.,
1998). However, information concerning caregiver depression has been primarily limited 
to studies where samples included family members caring for dementia patients, spousal 
caregivers, and a small percentage o f caregivers below 35 years of age (Whitlatch et al., 
1997; Zunzunegui et al., 2002).
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Demographic Variables
Higher levels of depression have been associated with being white, in poor 
physical health, having a higher level of behavior and task distress, and when the care 
recipient had a higher level of activities o f daily living impairment (McKibbin et al.,
1999). Another study showed that women acknowledged more negative feelings about 
being a caregiver, used less effective coping strategies, and had higher levels of burden 
(DeVries & Hamilton, 1997). Adult children experienced more negative outcomes when 
engaging in caregiving; displeasure with the caregiver role was also related to age, with 
higher difficulty being associated with younger caregivers (Berg-Weger et al., 2000; 
Mafullul & Morriss, 2000). Issues that contributed to the level o f dissatisfaction included 
conflicts with employment, family relationships, and social restrictions; however, 
income, educational level, the degree of social support, and inner strength also 
strengthened a caregiver’s coping ability (Lee et al., 2001; Mafullul & Morriss, 2000).
Gender
Brody, Litvin, Hoffinan, and Kleban (1995) stated that in 1982 83% of caregivers 
were female. Mui (1995) found that daughters provided 70 to 80% of caregiving, while 
Gallicchio et al. (2002) stated 70% of caregivers were female. One key for older adults in 
need of care is to have a female family member (Brody et al., 1995).
Females reportedly took on the caregiving role because siblings, and other family 
members were unwilling to provide care, or they viewed caregiving as their family role 
(Brody et al., 1995). Females who were only children and living close to the care 
recipient had a greater chance of becoming care providers (Marks, 1996). However,
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caregiving among females affected their economic status and perpetuated poverty, 
especially among older women (Brewer, 2001).
Mui (1995) stated females felt more responsible for caregiving than males. 
Females were more likely than males to provide transportation, check on the care 
recipient by phone, visit, give emotional support, provide housekeeping, and bring meals 
than males (Neal, Ingersoll-Dayton, & Starrels, 1997). Daughters were more likely to 
provide more domestic, personal, and hands-on care and assistance, while sons were 
likely to provide home repair and financial oversight (Mui, 1995). Finally, women with a 
high school education are more likely than men, with a similar education, to be 
caregiving, and women with a college degree are the most likely to be caregivers (Marks, 
1996).
Although females provided most of the care for older relatives, males did provide 
some care (Stoller, 2002). Males provided stereotypical caregiving tasks including yard 
work and household repairs (Stoller, 2002). However, male caregivers described 
themselves in instrumental, or attributes normally associated with male roles, and 
affective terms (Carpenter & Miller, 2002). Unfortunately, males were likely to 
participate in caregiving only when required, or when a female caregiver was not 
available (Burack-Weiss, 1995).
Attempting to explain the unequal contributions o f males and females suffered 
from the same limitations as other arguments concerning gender differences, including 
how learned behavior and cultural norms were developed (Stoller, 2002). Often social 
scripts were associated with gender, and people reinforced socialized concepts when 
performing tasks (Stoller, 2002). For many females caregiving has been seen as a moral
37
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
responsibility (Gilligan, 1993). The task of caregiver may be formed during the 
preadolescent period when a girl’s sense o f self is identified with the caregiving qualities 
o f her mother (Surrey, 1991). The amount o f caregiving work and responsibility 
shouldered by females is related to a female’s greater concern with relationships, and the 
need to please others (Goldenberg & Goldenberg, 2000). Therefore, caregiving has been 
linked with the functional description of the expressive nature of females, and their 
connection to the domestic sphere, just as male caregivers have been seen as unnatural 
and inconsistent with family roles (Stoller, 2002).
Strain, Stress, Depression and Gender
Caregiving strain affected females more than males who seemed to distance 
themselves emotionally when providing informal care (Mui, 1995). Strain was also 
related to the quality, perceived or actual, o f the parental relationship for women, but for 
males this was not the case. Mui stated that gender differences related to caregiver strain 
were related to social and emotional characteristics such as resource availability, and 
impairment between caregiving and the other parts o f one’s life.
The levels of caregivers’ stress depended on (a) the health and function o f the 
elderly parent, (b) the caregivers’ personal and social resources, and (c) the caregivers’ 
perceptions toward doing the tasks required; however, the negative emotional effects of 
being a caregiver were pervasive and severe (Brody, Dempsey, & Pruchno, 1990). 
Gaynor (1990) stated that females providing for an older family member over a long 
period of time had a higher perceived caregiver burden.
Gallicchio et al. (2002) stated that females exhibited higher levels of burden and 
depression. Gallicchio et al. (2002) found gender differences in regard to burden but not
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depression. The researchers stated that increased burden might be explained due to (a) 
societal expectations of females to engage in nurturing activities, (b) that females spent 
more time with the care receiver than did male caregivers, and (c) females may have 
higher levels o f perceived burden rather than actual burden.
Employment
Economic trends point to fewer people available to provide care due to declining 
fertility rates, and increasing numbers of women entering the workforce; however, 
somewhere between 23 and 32% of employees provided care for an older adult, and 64% 
o f  caregivers are employed (Neal, Chapman, Ingersoll-Dayton, & Emlen, 1993; NFCA,
2000). The negative impacts of caregiving on employment included missing more days o f 
work than non-caregivers, increased conflicts between family and work, increased 
absenteeism, lateness or early departure, increased personal telephone usage, taking more 
time off during the workday, poorer physical health, and increased depression rates (Neal 
et al., 1993). Other outcomes of caregiving included lost job or career opportunities, 
increased stress among middle age employees, and increased absenteeism, increased 
likelihood that they would be interrupted at work, and difficulty combining multiple 
caregiving roles among young adult employees (Neal et al., 1993).
The NFCA (2000) survey found that caregiving affected employment in many 
ways. For example, (a) 84% of caregivers made personal phone calls during work, (b) 
69% arrived late or left early, (c) 67% took time off during the workday, (d) 20% turned 
down special projects or work-related travel, (e) 40% say that caregiving affected their 
opportunity to advance, (f) 29% passed up a promotion, (g) 25% passed up a relocation, 
and (h) 22% were not able to acquire new job skills.
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Neal et al. (1993) determined that there were three patterns o f interaction between 
work and caregiving: (a) a positive view of work, or home, carried over into the other, (b) 
a negative carryover when stress at work, or at home, reflected in the other, and (c) an 
energy deficit, or all the energy going into work and none left for the family. Neal et al. 
(1997) stated that nearly all employed caregivers reported a negative impact on work, 
increased family conflict, and role strain.
Stress, coupled with employment, impacted on caregivers, depending upon 
gender, resources, and outcome (Pearlin, 1989). Strain was associated with work 
interference, and was considered high when work satisfaction was low, discretion within 
job position to meet job demands was low, and demand on the employee was high (Mui, 
1995; Orbell & Gillies, 1993). Employment patterns have been considered as predictors 
of caregiver stress. Starrels, Ingersoll-Dayton, Dowler, and Neal (1997) found that 
unemployed or underemployed caregivers of elderly parents had higher levels of 
emotional stress than did employed caregivers. Starrels et al. reported that employed 
caregivers who cared for children had a higher risk of experiencing stress. However, Neal 
et al. (1997) stated that employees who had work and community resources suffered less 
caregiver stress.
Starrels et al. (1997) found there were gender differences related to caregiver 
stress and employment. In males caregiver stress was strongly related to the amount of 
time that they were absent from work. On the other hand, women took less time off of 
work than men, and experienced more caregiver stress than men.
The negative impact o f caregiving on employment is particularly prevalent among 
females (Pratt & Kethley, 1988). Overall, females comprised 65% to 80% of caregivers;
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however, due to the numbers o f women joining the workforce they are less available to 
exclusively provide caregiving within the family (Dellman-Jenkins et al., 2001; Given et 
al., 1999). As employment among women has increased so have the obligation conflicts 
between caregiving, family, and career (Barusch, 1995; Pratt & Kethley, 1988).
Many employers do not offer assistance for women caring for family members, 
which can result in a decreasing productivity due to absenteeism, unscheduled time off, 
lateness, and lack of concentration (Barnes, Given, & Given, 1995). Women are faced 
with the choice of either providing financially for their family, or providing care for 
family members. Therefore, women are more likely to give up their jobs than refuse to 
take on the caregiving family role (Suitor & Pillemer, 1994).
Separated, divorced, and never married women caregivers experienced the highest 
levels of financial strain, and lack o f satisfaction with their social networks (Brody et al., 
1995). Women caregivers were more likely to sacrifice leisure activities in order to take 
on additional family caregiving demands (Barnes et al., 1995; Mui, 1995). Likewise, the 
economic hardship seen by young, divorced mothers continues into the middle-aged 
parent care years (Brody et al., 1995).
Income
The NFCA (2000) survey reported that 43% of caregivers had income o f less than 
$ 30,000 per year. Clark (2002) studied factors related to poor mental health for 
caregivers and found that the three primary factors were (a) gender, (b) shared residence, 
and (c) low income. The NFCA (2000) survey found that 37% of caregivers live in the 
same household as the care recipient. When elderly parents share a home with an adult 
child it is most often a daughter who was unmarried (Brody et al., 1995). Co-residing
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with an elderly parent was a strong predictor o f caregiver strain, and affected 
participation in jobs (Barnes et al., 1995; Brody et al., 1995).
Physical Health
Viorst (1986) wrote, “with impatience, resentment, sorrow, and guilt.... we 
physically and emotionally accommodate to our parent’s growing dependencies”
(p. 270). However, there has been little research on the impact of caregiving on health 
behaviors (Scharlach, Midanik, Runkle, & Soghikian, 1997). Scharlach et al. (1997) did 
state that caregiving interfered with day-to-day health practices including adequate 
nutrition or exercise, and the ability to obtain medical care. Caregivers also suffered 
from sleep disruptions, and engaged in risky behavior, including alcohol consumption 
and smoking (McKibbin et al., 1999; Scharlach et al., 1997). However, a study by 
Cochrane et al. (1997) postulated that higher rates o f caregiver disability and physical 
illness might be due to the clustering of illnesses in families who share genetic and 
environmental conditions.
Physical health, as measured through self-report health assessments, showed little 
changes in caregiver health (Schulz et al., 2002). Physical health behavior included 
regular exercise, sleeping moderately, eating breakfast daily, maintaining desirable 
weight, not smoking, and not drinking excessive alcohol (Scharlach et al., 1997). 
Scharlach et al. (1997) found that (a) caregivers providing three ADLs exercised 
significantly less, and (b) caregivers differed with regard to eating breakfast daily, getting 
flu shots, and receiving vaccines. Caregiving was not found to significantly alter a 
caregiver’s health practices. However, those at the greatest risk for poor health practices
42
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
were caregivers who were non-white, poor, employed part-time, or already in poor health 
before becoming a caregiver (Scharlach et al., 1997).
Caregivers who reported lower health ratings felt more emotional burden, in fact 
those who suffer from mental health issues were more likely to seek out medical attention 
(Schulz, 1990; Martin, 1997). Caregivers with a higher prevalence o f psychiatric 
disorders, anxiety disorders, and affective disorders reported at least one physical 
problem per year; however poorer health associated with the provision o f caregiving was 
more likely caused by the caregiving (Cochrane et al., 1997; Marks, 1996).
Relationships
The energy required to be a caregiver for an elderly parent also creates stress that 
may interfere with intimate relationships. Dellman-Jenkins et al. (2001) found that 36% 
of middle age caregivers reported a strained intimate relationship, and 68% of unmarried 
caregivers reported that dating, or maintaining an existing relationship was difficult. In 
addition, 83% o f married caregivers claimed that time with their partners had decreased 
(Dellman-Jenkins et al., 2001). Never married female caregivers, and separated or 
divorced female caregivers experienced a lack of satisfaction with their social networks 
(Brody et al., 1995). Young adult caregivers suffered from feelings o f grief for time lost 
in their personal relationships but continued to provide support because caregiving 
provided an opportunity to reciprocate the love and nurturance that they had received 
from the older relative (Grand, Grand-Filaire, Bocquet, & Clement, 1999).
Social support may have played an important role, as some studies have found 
that decreasing social support increased the risk of depression (Zunzunegui et al., 2002). 
For example, caregivers undergoing treatment for depression reported higher satisfaction
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with support groups, and the opportunity to interact with other caregivers (Steffen et al., 
1998). Regardless of the type o f support available, many caregivers reportedly struggled 
with time for social activities, marriage and dating, and family relationships (Dellman- 
Jenkins et al., 2000).
Early research found that young adults were reluctant to care for older adults, 
however, between-generation differences have shown that young adults were more 
willing to support aged parents (Wake & Sporakowski, 1972). Marks (1996) stated that 
during young adulthood 15% o f women and 11% of men cared for relatives, and Clark 
(2002) stated that family was the most important social structure for adults in need of 
assistance. Older adults would spend twice as many hours helping than would younger 
adults when assisting primary kin, but there was no difference when either group was 
assisting secondary kin, and younger adults were more likely to provide more assistance 
to secondary kin than middle age adults (Gallagher, 1994).
Geographical proximity was one o f the most important factors in intergenerational 
association (Lee & Netzer, 1994). When the older family member and child lived in the 
same household, or within 30 minutes, the strength of the relationship was high (Hamon, 
1992). According to the NFCA (2000) survey 37% of caregivers lived in the same home 
as the care recipient. Although Marks (1996) found that 1 in 20 caregivers lived in the 
care recipients’ home, the researcher stated that the live-in caregiver was more likely to 
be a younger adult.
Sources of support for caregivers included siblings, other relatives, friends, 
neighbors, churches, and parents (Dellman-Jenkins et al., 2000). One study stated that 
spousal support was important to the caregiver, but remained low with 78% o f daughters
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reporting no support from their spouse (Gerald, 1997). Brody, Hoffinan, Kleban, and 
Schoonover (1989) found a lack of support for siblings involved in caregiving by siblings 
not involved in caregiving. Arai et al. (2001) stated that although caregivers who 
continued to provide care over a longer period o f time received more assistance from 
family members.
Faison et al. (1997) reported decreased depression among caregivers who had a 
quality relationship with the elderly care recipient. Caregivers securely attached to their 
older adult relative feared failure less, and had lower psychological symptomatology 
(Crispi et al., 1997). Adult children reported instrumental rewards, such as quality home 
care, for the provision of care to older relatives, while grandchildren reported personal 
rewards, such as the opportunity to get closer to an older family member (Dellman- 
Jenkins et al., 2000).
Summary
Primary caregivers have traditionally been spouses and middle-aged children, 
ages 40 to 55 (Dellmann-Jenkins, Blankemeyer, & Pinkard, 2000). However, with a 
declining birthrate and a decreasing number o f potential caregivers, 1 of 3 caregivers is 
now under the age of 40 (NFCA, 2000).
Previous research stated that middle-age adults were stressed by the interaction 
between the caregiving role and normal development tasks (McKibbin, Walsh, Rinki, 
Koin, & Gallagher-Thompson, 1999). Chapter two began with a description of the 
interaction between normal developmental tasks, caregiving and young adults. A brief 
outline o f developmental, structural functionalism, feminist, and stress theories set the
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stage for the development o f information focusing on the association between young 
adult caregivers, caregiving depression, gender, employment, health, and relationships.
According to Smerglia, Deimling, and Schafer (2001) depression has been the 
most widely examined indicator of caregiver or chronic strain. Gender is another 
commonly examined caregiving variable as women have been expected to provide care 
and maintain family obligations (Suitor & Pillemer, 1994). A study by Mui (1995) found 
gender differences related to caregiver strain were due to impairment between caregiving 
and other parts o f life, and Gallicchio et al. (2002) stated that women were more 
burdened than men and exhibited higher levels of depression.
Caregiving has also been associated with work interference (Mui, 1995). 
Although 64% o f caregivers are employed, they reported that caregiving affects their job 
productivity in various ways (NFCA, 2000). The negative impact o f caregiving on 
employment has been particularly prevalent among women workers (Pratt & Kethley, 
1988). As the number o f employed women has increased, so has the conflict between 
caregiving, family, career, and health (Barusch, 1995).
A third variable, caregiver health, has been associated with higher levels of 
depression (McKibbin et al., 1999). Caregivers who reported lower health ratings felt 
more emotional burden; in fact, those who suffer from mental health issues were more 
likely to seek out medical attention (Schulz, 1990; Martin, 1997). Also, caregivers with a 
higher prevalence of psychiatric disorders, anxiety disorders, and affective disorders 
reported at least one physical problem per year (Cochrane et al., 1997; Marks, 1996).
A final variable that was reviewed was family relationships and social 
interactions. Social support may play an important role as some studies have found that
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decreasing social support increased the risk of depression (Zunzunegui et al., 2002). 
Regardless of the type o f support available, many caregivers reportedly struggled with 
time for social activities, marriage and dating, and family relationships (Dellman-Jenkins 
et al., 2000).
Table 1 provides a summary o f caregiver studies involving depression and gender, 
health, relationships and employment.
Table 1
Summary o f caregiver studies involving depression, gender, health, relationships and 
employment______________________________________________________________
Author Title Sample
Size
Results
Given, C., Given, 
B., Stommel, M., 
& Azzouz, F. 
(1999).
The impact o f new
demands
for assistance on
caregiver depression:
Tests using an inception
cohort.
77= 6  28 Non-spousal caregivers and 
women caregivers showed 
higher levels o f  depression.
Neal, M. B., 
Ingersoll-Dayton, 
B., & Starrels, M. 
(1997).
Gender and relationship 
differences in caregiving 
patterns and 
consequences among 
employed caregivers.
77=2174 Employed women 
caregivers showed higher 
levels of caregiver stress.
Brody, E., 
Hoffinan, C., 
Kleban, M., & 
Schoonover, C. 
(1989).
Caregiving daughters 
and their local siblings: 
Perceptions, strains, and 
interactions.
77=150 Daughters reported the most 
negative effects on mental 
health, physical health, and 
lifestyle
Cochrane, J., 
Goering, P., & 
Rogers, J. (1997).
The mental health o f 
informal caregivers 
in O ntario: An 
epidemiological survey.
77=9,953 Women caregivers are 
married, work for pay, but 
are economically 
disadvantaged and suffer 
higher rates o f depression 
than non-caregivers.
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Table 1 (cont.)
Author Title Sample
Size
Results
Martin, C. (1997). Caregiving burden: Race 
and gender effects
n= 898 Women reported higher 
levels of depression, while 
education, income, and 
marital status did not 
significantly influence the 
levels of burden and 
depression.
Gallicchio, L., 
Siddiqi, N., 
Langenberg, P., & 
Baumgarten, M. 
(2002).
Gender differences in 
burden and depression 
among informal 
caregivers of demented 
elders in the community.
«=9,008 Children of the care 
recipient had significantly 
higher incidence of 
depression, as did caregivers 
with poor perceived health.
Marks, N. (1996). Caregiving across the 
lifespan
n=T3,017 Poorer health was a 
consequence of caregiving.
Whitlatch, C., 
Feinberg, L. F., & 
Sebesta, D. S. 
(1997).
Depression and health in
family
caregivers.
n=202 Most predictive of 
depression across time were 
initial levels of depression 
and physical health
Zunzunegui, M., 
LlacerCentro, A., 
& Beland, F. 
(2002).
The role of social and 
psychological resources 
in the evolution of 
depression in caregivers.
n=195 Depression was related to a 
caregivers physical health 
and psychosocial resources.
Faison, K., Faria, 
S., & Frank, D. 
(1999).
Caregivers of chronically 
ill elderly: Perceived 
burden.
n=88 Caregivers who suffered 
from health impairments 
and problems with 
relationships reported higher 
levels of burden
Vitaliano, P., 
Russo, J., Young, 
H., Becker, J., & 
Maiuro, R. D. 
(1991).
The screen for 
caregiver burden.
n= 191 Caregivers with low 
resources (social supports) 
and high vulnerability 
(health problems) are at 
high risk for depression.
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Table 1 (cont.)
Author Title Sample
Size
Results
Deimling, G., 
Smerglia, V., & 
Schaefer, M. 
(2001).
The impact of family 
environment and 
decision-making 
satisfaction on caregiver 
depression: A path 
analytic model.
n=300 Found caregiver type to be 
the strongest predictor of 
depression. Another 
powerful predictor was 
family adaptability, higher 
family adaptability showed 
lower levels o f depression.
Dellman-Jenkins, 
M., Blankemeyer, 
M., & Pinkard, O. 
(2000).
Young adult children and 
grandchildren in primary 
caregiver roles to older 
relatives and their service 
needs.
77=43 Mental stress resulted from 
less time spent with family.
Lee, H. S., 
Brennan, P. F., & 
Daly, B. (2001).
Relationship of empathy 
to appraisal, depression, 
life satisfaction, and 
physical health.
77=140 Lower income and 
educational levels result in 
higher levels o f depression 
and poorer physical health
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CHAPTER THREE: METHODS
Caregivers traditionally have been spouses and middle-aged children, ages 40 to 
55 (Dellmann-Jenkins, Blankemeyer, & Pinkard, 2000). As the population has continued 
to age, and with an ever-increasing number of older adults requiring care, researchers 
have attempted to determine not only the institutional and sociological underpinnings o f 
caregiving on middle age adults, but also the emotional consequences o f caregiving.
Today, with a declining birthrate and a decreasing number of potential caregivers,
1 of 3 caregivers, or approximately 18 million, are young adults (Dellman-Jenkins, 
Blankemeyer, & Pinkard, 2000; NFCA, 2000). This research study has focused on the 
increasingly important caregiving population of young adults age 18 to 40.
This correlational research design utilized a cross-sectional survey methodology. 
The design, based on the purpose of the study, correlated the level o f depression in a 
sample of young adults, ages 18 to 40, who provided care to older adult relatives, with 
the predictor variables o f gender, employment, physical health, and relationships.
Sample
A purposeful, heterogeneous sample of young adult caregivers o f older adults was 
recruited at two public universities and one private college. The participants were 
selected according to the following criteria: (a) Between 18 and 40 years old,
(b) Provided assistance at least one activity of daily living (ADL) or at least one 
instrumental activity of daily living (IADL), (c) Assistance had been provided within the 
last month, (d) Relatives receiving assistance were age 65 or older, and 
(e) Caregiver did not receive pay for providing the service. These criteria have been used 
in previous caregiver studies to determine inclusion (Barnes, Given, & Given, 1995;
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Clark, 2001; DeVries & Hamilton, 1997; Scharlach, Midanik, Runkle, & Soghikian,
1997).
Participants were recruited from employees at a large mid-south public university, 
a large mid-western public university, and a small northern private college. Upon 
approval by the Institutional Review Board, the Human Resource Departments at each of 
the institutions agreed to release contact information on paid employees, including full 
and part-time faculty, staff, and graduate assistants. The mid-western university provided 
658 email addresses and 136 campus mail addresses for employees. The private college 
posted a notice on the electronic daily headlines for all 4,572 subscribers. The mid- 
southern public university provided 2,285 campus mail addresses and 86 off campus mail 
addresses.
Sample Size
To determine the sample size for this research study the practical significance, not 
just the statistical significance, of the findings was considered while using minimum 
resources, in order to provide adequate protection against Type I errors, and minimize the 
effects o f extraneous variables (Kirk, 1995). Because the data were analyzed using 
multiple regression techniques the number o f predictor variables used also influenced the 
sample size. Hatcher and Stepanski (1999) recommended that the sample size should be 
from 15 to 30 participants per predictor variable. In this research study there were four 
predictor variables: (a) Gender, (b) Employment, (c) Health, and (d) Relationships. 
Therefore a sample size of 60 to 120 participants was required in order to obtain reliable 
results.
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Research Questions 
The specific research questions examined in the study were:
1. Do young adults, who provide care for older adult family members, have higher 
levels o f depression than the general population?
2. Do these levels of depression differ based on the following predictor variables?
-Gender
-Employment
-Physical Health
-Relationships
Instrumentation
A survey questionnaire, utilizing design techniques described by Dillman (2000) 
was developed for this research study. The survey integrated the Center for 
Epidemiological Studies Depression Scale (CES-D), a published assessment tool, and 
predictor variables based on previous research. The survey gathered information 
concerning the dependent variable, depression, and the independent variables, gender, 
health, employment, and relationships. A review of the survey by knowledgeable 
colleagues, and a pilot study were conducted in order to pretest the instrument, evaluate 
the procedures, receive feedback, and determine item nonresponse and other 
unanticipated problems prior to the actual study (Dillman, 2000; Glass & Hopkins, 1996).
Depression
The CES-D measures the current week levels o f depressive symptomatology in 
the general population, and has been used to measure middle age caregiver depression 
(Given, Given, Stommel, & Azzouz, 1999; Radioff, 1977). Since the CES-D was
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anchored in the general population it is possible to compare findings in community 
samples and assess clinically defined mental health states by utilizing a criterion value 
(Raveis, Siegel, & Sudit, 1990). Gerald (1997) stated that a score of 16, or above, was the 
common threshold for possible depression. Less than 20% of the general population 
scored at that level.
The CES-D required caregivers to evaluate 20 events that may have occurred in 
the last week. Examples o f questions included: (a) I was bothered by things that usually 
do not bother me, (b) my sleep was restless, and (c) I enjoyed life. Caregivers evaluated 
each statement on a Likert scale ranging from 0 (rarely or none o f the time, less than 1 
day) to 3 (most or all o f  the time, 5-7 days). A total score of 16 and above on the CES-D 
indicated possible clinical depression. The test-retest reliability of the CES-D was .40, 
and the internal consistency was .80 or above (Radloff, 1977). In the current study 
reliability was .89.
Gender
Gender was measured on a dichotomous scale with 0 representing male and 1 
representing female.
Employment
Employment was measured by exploring employment status and employment 
impact. Employment status was measured on a dichotomous scale with 1 representing 
part-time employment, or less than 20 hours per week, and 2 representing full-time 
employment, or 20 or more hours per week. Employment status also included total 
household income and educational level.
Employment impact was measured by nine questions dummy coded with 0 
representing no, not affected and 1 representing yes, affected. Three of the questions
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focused on (a) workplace attendance, (b) inability to relocate for job/career, and (c) 
missed opportunities for job promotion, and were based on caregiver research by 
Dellmann-Jenkins, Blankemeyer, and Pinkard (2001). The other six employment impact 
questions (a) I arrived late, (b) I left work early, (c) I missed work without pay, (d) I took 
sick or personal days, (e) I changed work hours, and (f) I have taken a leave of absence, 
were based on previous research by Starrels, Ingersoll-Dayton, Dowler, and Neal (1997).
Health
Health was measured with a Likert scale ranging from 0 (poor) to 5 (excellent). 
According to Maddox and Douglass (1973) health scale self-ratings have been found to 
be stable and valid.
Relationships
Relationships were measured by examining two components: personal 
relationships and family relationships. Dellman-Jenkins et al. (2001) determined that 
personal relationships for young adults included dating, marriage, and parenthood. In the 
current survey personal relationships were measured by two questions that gathered 
information on caregiver marital status, and status as a parent.
Family relationships were assessed through five research-based questions. Two 
questions, dummy coded 0 for yes and 1 for no, asked if the caregiver lived full-time with 
the care recipient, and whether other family members provided assistance. Other 
questions included (a) the length of time a caregiver had been engaged in caregiving, 
with responses from less than one month to more than six months, (b) the familial 
relationship of the care recipient to the caregiver, and (c) how much value, ranging from 
1 (not at all) to 5 (very much), the family placed on the provision of care (Arai, Suguira,
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Washio, & Kudo, 2001; Dellman-Jenkins, Blankemeyer, & Pinkard, 2000; Lee & Netzer, 
1994).
Additional demographic questions on the survey included the caregiver’s age, the 
gender o f the person(s) being cared for, and employee designation, with 1 representing 
faculty, 2 representing staff, and 3 representing graduate assistants. A copy o f the survey 
has been provided in Appendix A.
Procedures 
Informed consent
According to section 5.04 part B of the Policies and Procedures Governing 
Research for Human Subjects (University of Arkansas, n.d.) a signed informed consent 
document was not required for the current research. The code stated that completed, 
returned surveys satisfied the requirement for informed consent so long as the following 
four conditions were met in a cover letter: (a) Participants were informed that they are 
being asked to participate, (b) A description of the expectations o f participation were 
provided, (c) Participation was voluntary, and (d) Confidentiality was assured (University 
of Arkansas, n.d.).
University Institutional Review Board
The University Institutional Review Board (IRB) protocol form, after formal 
approval o f the proposal by the dissertation committee, was submitted to the University 
Institutional Review Board. The IRB protocol form included a copy of the letter to 
participants, instructions and protocols, and a copy o f the data collection instrument, in 
accordance with the Policies and Procedures Governing Research for Human Subjects
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(University of Arkansas, n.d.). The IRB approval form has been provided in the 
Appendix B.
Data Collection
A survey instrument, based on design criteria presented by Dillman (2000), was 
constructed. Questions within the survey were based on previous caregiving research and 
the four predictor variables, gender, employment, health, and relationships, as well as the 
CES-D, a standardized measure o f depression. Dillman’s four stage pretesting process 
was used to evaluate the questionnaire and the survey process. The pretesting process 
included a review by knowledgeable colleagues, interviews to evaluate cognitive and 
motivational qualities, a pilot study, and a final check. Members of the dissertation 
committee were involved in the first two evaluation stages, as was the director o f the 
University of Arkansas Center on Aging, Dr. Shadden.
For the pilot study fifteen young adult caregivers, identified in the Employed 
Caregiver Survey (Shadden & DiBrezzo, 2003), were contacted by email and asked to 
participate. A copy of the survey instrument was sent to those who agreed. Participants 
completed the survey, noted any questions or concerns, and noted the length o f time 
required for completion of the survey. Five agreed to participate. These five evaluated the 
proposed procedures and completed the survey instrument (Dillman, 2000).
Another group of 15 counselor education graduate students from a large 
mid-south university were asked to participate in the pilot study. These participants also 
completed the survey, noted any questions or concerns, and the length o f time required 
for completion of the survey. No major changes to the survey design were required.
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After completion of the pretesting, the tailored design method, advocated by 
Dillman (2000), was employed for implementing the survey at the two public 
universities. A modification of the process was employed at the private college. The 
2,285 potential on-campus participants at the mid-south university received a brief, pre­
notice postcard via campus mail two days prior to receiving the survey packet stating that 
a survey would be arriving and the criteria for participation (see Appendix C). A survey 
packet was mailed, via campus mail, with a letter restating the criteria for participation, 
the focus o f the study, usefulness of the survey, and information concerning 
confidentiality (see Appendix D). The survey packet included a self-addressed return 
envelope for returning the survey. A self-addressed postcard was also included that asked 
participants to mark one of three responses: (a) If they were caregivers, (b) If they were 
caregivers but not able to fill out the survey, or (c) If they were not caregivers (see 
Appendix E). If participants did not think that they qualified they were instructed to return 
the survey questionnaire without completing it. The postcards included in the survey 
packet were labeled with alphanumeric contact information used to delete the participant 
from the mailing list. A reminder postcard was sent via campus mail seven days after the 
survey packet was mailed (see Appendix F).
The 85 off-campus participants at the mid-south university, and 136 campus mail 
participants at the mid-western university received the pre-notice postcard via United 
States mail two days prior to the survey packet. The survey packet was also mailed, via 
United States mail. A stamped return postcard, labeled with alphanumeric contact 
information used to delete the participant from the mailing list, was also included in the 
survey packet. A stamped, self-addressed, return envelope was provided for the return o f
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the survey. Finally, a reminder postcard was sent via United States mail seven days after 
the questionnaire was mailed.
The 658 participants from the mid-western university that utilized email were 
contacted via email inviting them to participate. The initial email was similar to the 
survey packet letter and stated the criteria for participation, the focus o f the study, 
usefulness o f the survey, and information on whom to contact in order to have a survey 
packet sent (see Appendix G). Thirty-one potential participants emailed contact 
information. They were sent an off-campus survey packet. A follow-up email was sent to 
all 658 potential participants three days after the first email (see Appendix H).
Potential participants at the mid-western private college were contacted via an 
item in the campus daily electronic newsletter. Seven potential caregivers provided 
contact information via email. They were sent an off-campus survey packet. A follow-up 
news item was posted 14 days after the initial posting. A copy o f all newsletter items can 
be found in the Appendix I.
Data Analysis
The purpose o f this study, the examination of the relationship between the level of 
depression in young adult caregivers, gender, employment, physical health, and 
relationships, guided the data analysis. Initial data analysis began with examination of the 
bivariate relationships between depression, gender, health, employment and relationships. 
This was followed up with a hierarchical multiple regression, which was well suited to 
predicting a dependent variable from a set of predictors, especially naturally occurring 
predictors (Glass & Hopkins, 1996; Hatcher & Stepanski, 1999; Stevens, 1986).
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Prior to conducting the multiple regression analysis two assumptions had to be 
dealt with. Since regression models assume that variables were measured without error, 
and since there were missing values in the dependent variable, a method for dealing with 
the missing values had to be determined. Crown (1998) stated that one method for 
imputing missing data was to substitute the mean value of the variable for the missing 
observations. This method was used to determine the missing values on the CES-D and 
the employment impact scale.
Another concern, multicollinearity, was dealt with through principal component 
analysis as a method for creating combinations of explanatory variables (Crown, 1998). 
According to Stevens (1986), if “the number of predictors is large relative to the number 
of subjects a principal component analysis should be used to reduce the number of 
predictors in order to increase the possibility of the regression equation holding up under 
cross validation” (p. 340). A Varimax rotation was utilized to make factors more 
identifiable.
In a reliable principal component analysis the sample size required is five 
individuals per item; however, in this study the commonalities were expected to be high 
and there are sufficient number o f variables per factor to suggest that the minimum of 
100 individuals for the entire analysis may provide reliable factor structure (Stevens, 
1986). It was expected that less than five factors would account for most o f  the variance, 
thus the sample size would also yield a stable regression equation.
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CHAPTER FOUR: RESULTS
The results of the data analysis are presented in the following chapter. The first 
research question, do young adults, who provide care for older adult family members, 
have higher than normal levels o f depression, is discussed in the first section of the 
chapter. The rest of the chapter is devoted to the data analysis used to evaluate the second 
research question, does the levels o f depression differ based on (a) gender, (b) 
employment, (c) physical health, and (d) relationships. This includes the findings of the 
bivariate analysis o f variance between depression, gender, health, employment, and 
relationships, descriptions of the principle component analysis, and hierarchical multiple 
regression techniques utilized to determine how the independent variables combined to 
predict depression in young adult caregivers.
Caregiver Sample
One hundred and seventy-two young adult caregivers completed and returned the 
survey. Two of the 172 completed surveys were discarded because the participants only 
completed the last six demographic questions.
Seven potential participants at the private college requested a survey packet. Six 
surveys were completed and returned. Six o f the survey contact post-cards from this 
group were returned; all marked that they had completed the survey.
Of the 3,165 potential participants at the two public universities 911 responded; 
166 of the 911 returned completed surveys. On-campus employees of the mid-south 
university returned 833 survey contact post-cards; 118 marked that they had completed 
the survey, 24 marked that they were caregivers but could not complete the survey, and 
688 marked that they were not caregivers. Fifty-three of the survey contact post-cards
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from the off-campus group were returned; 12 marked that they had completed the survey, 
two marked that they were caregivers but could not complete the survey, and 39 marked 
that they were not caregivers. Thirty-one survey packets were requested and 27 of the 
post-cards from the mid-west university were returned; 24 marked that they had 
completed the survey, one marked that they were caregivers but could not complete the 
survey, and two marked that they were not caregivers. Descriptive information 
concerning survey contact post card returns are shown in Table 2 
Table 2
Frequency and Percent o f Survey Contact Post Card Returns
Survey Contact Post Card 
Responses
Total
Number
Employees
Contacted
Yes, I am 
a
caregiver
No, I am 
not a 
caregiver
Yes, I am a 
caregiver 
but I didn’t 
fill out the 
survey
Total
returns per 
total
employees
(Percent)
Total
“yes”
returns per 
returned 
cards 
(Percent)
Private
College
6 6 0 0 6/6
(1.0)
6/6
(1.0)
Public
Univ.
Union
794 24 2 1 27/794
(0.03)
24/27
(0.88)
Public
Univ.
On
Campus
2285 118 688 24 830/2285
(0.36)
118/830
(0.14)
Public
Univ.
Off
Campus
86 12 39 2 53/86
(0.61)
12/53
(0.22)
Forty-four percent (n = 76) o f the caregivers who completed the survey were 18 to 
30 years old, 67% (n = 76) were female, 61.2% (n = 104) did not have children living
61
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
with them, or were not parents, while 53% (n = 92) were married or partnered. The 
majority o f respondents, 47.6% (n = 81) were staff employees and 78.8% (n = 134) had a 
household income of less than $40,000 per year. Table 3 outlines the demographics of the 
sample.
Table 3
Frequency and Percent o f  Caregiver Sample
Frequency Percent
Gender Male 55 32.4
Female 115 67.6
Age 18 to 30 76 44.7
31 to 40 94 55.3
Marital Status Single 71 41.8
Married 87 51.2
Partnered 5 2.9
Widowed 2 1.2
Children living with
Divorced/ Separated 5 2.9
Caregiver None 52 30.6
One 30 17.6
Two 28 16.5
More than two 8 4.7
Not a parent 52 30.6
Position Faculty 12 7.1
Staff 81 47.6
Graduate Assistant 41 24.1
Missing 36 21.2
Hours Full time 107 62.9
Part time 43 25.3
Missing 20 11.8
Income < 20,000 69 40.6
20,001-40,000 66 38.8
40,001-60,000 22 12.9
> 60,001 12 7.1
Missing 1 0.6
Education Some High School 2 1.2
H.S. Diploma 11 6.5
Some Post H. S. 33 19.4
Bachelors Degree 61 35.9
Graduate Degree 63 37.1
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Table 3 (cont.)
Frequency Percent
Care recipient Grandparent 74 43.5
Parent 70 41.2
Other relative 20 11.8
More than one 6 3.5
Recipient’s Gender Male 34 20
Female 114 67.1
Male and Female 22 12.9
Time providing care < One month 30 17.6
One to Six Months 29 17.1
> Six Months 111 65.3
Living in the home of
care recipient Yes 22 12.9
No 148 87.1
Assistance from
family members Yes 152 89.4
No 18 10.6
Assistance valued by
family? 1 (Not at all) 0 0
2 8 4.7
3 (Some) 29 17.1
4 51 30
5 (Very Much) 82 48.2
Health Status 0 (Poor) 0 0
1 2 1.2
2 5 2.9
3 43 25.3
4 72 42.4
5 (Excellent) 46 27.1
Missing 2 1.2
Descriptive Analysis 
First, the model assumptions for multiple regression were examined. Participant 
information for the dependent variable, the CES-D, and all predictor variables were 
examined for accuracy o f data entry and missing values. Mean values o f the variable 
were substituted for the missing data on the CES-D and total employment impact scores 
(Crown, 1998). Other missing data were coded and eliminated during the analysis. 
Outliers were also analyzed.
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Box plots, means, and standard deviations were examined and outliers were 
found. However, it was determined that the outliers were not due to data entry error, and 
since there is no standardized method to be followed when outliers are found the outliers 
were not eliminated from the analysis (Glass & Hopkins, 1996).
To determine if the data met the assumption of bivariate normality the distribution 
o f the dependent variable, depression, with each of the predictor variables was assessed 
for normal distribution and homogeneity o f variance (Crown, 1998). Homogeneity of 
variance was confirmed by examining Levene’s statistic.
Hatcher and Stepanski (1999) stated that the criterion variable should be normally 
distributed; however, evaluation of depression showed the variable to be positively 
skewed and leptokurtic. Due to lack o f normal distribution in the dependent variable a 
square root transformation was conducted. Although the transformed variable was not 
normally distributed it was closer to a normal distribution. This was confirmed by the 
Kolmogorov-Smimov test of normality. Because the transformation did have an effect in 
creating a more normal distribution, this new variable was used throughout the rest o f the 
study.
The first research question, do young adults, who provide care for older adult 
family members, have higher levels of depression than the general population, was 
determined by examining the caregivers’ scores on the CES-D. A score of 16 or above on 
the CES-D is commonly considered the threshold for possible depression (Radiofif,
1977). Twenty percent of the general population scores at, or above, this level (Gerald, 
1997; Given, Given, Stommel, & Azzouz, 1999). In this sample of caregivers 34.1%
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(n = 58) scored 16 or higher, and 22.2% (n = 36) scored 20 or above, indicating probable 
clinical depression.
Bivariate analysis tests were performed to determine whether the means between 
groups in the sample were statistically different. This analysis examined the levels of 
depression between groups not controlling for other variables. The results of this analysis, 
including means, standard deviations, Fisher’s F ratios, significance, and effect sizes, are 
presented in Table 4.
Table 4
Comparison o f  Means o f  Depression Between Groups
Scales Items M SD F (Sig.)* n r?
Caregiver gender 3.25 1.38 5.12 0.025 170 0.030
Female 3.42 1.36 115
Male 2.91 1.36 55
Caregiver Age 3.25 1.38 0.660 0.418 170 0.004
18-30 3.16 1.25 76
31-40 3.33 1.47 94
Education level 3.25 1.38 0.350 0.843 170 0.008
Some HS 3.84 2.84 2
HS diploma 3.21 1.88 11
Some post HS 3.46 1.26 33
Bachelors Degree 3.25 1.48 61
Graduate School 3.14 1.22 63
Total Household
Income 3.26 1.37 1.96 0.122 169 0.034
< 20,000 3.28 1.19 69
20,001-40,000 3.43 1.50 66
40,001-60,000 3.16 1.44 22
> 60,000 2.40 1.32 12
Employment
Hours 3.31 1.36 1.33 0.250 150 0.009
Part Time 3.11 1.13 43
Full Time 3.39 1.44 107
Position 3.36 1.39 0.235 0.791 134 0.004
Faculty 3.32 .925 12
Staff 3.42 1.50 81
Graduate 3.24 1.28 41
Assistant
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Table 4 (cont.)
Scales Items M SD F (Sig.)* n
Employment
Impact
Arrived late: 3.25 1.37 16.27 .000 170 0.088
Yes 4.02 1.27 38
No 3.03 1.33 132
Left early: 3.25 1.37 12.67 .000 170 0.070
Yes 3.74 1.48 61
No 2.98 1.24 109
Missed work w/o
pay 3.25 1.37 17.18 .000 170 0.093
Yes 4.43 1.08 19
No 3.10 1.34 151
Took sick days 3.25 1.38 12.81 .000 169 0.071
Yes 3.82 1.36 49
No 3.02 1.32 120
Took personal days 3.25 1.38 15.49 .000 169 0.085
Yes 3.83 1.36 54
No 2.97 1.30 115
Changed work
hours 3.25 1.37 .035 .852 170 0.000
Yes 3.28 1.28 47
No 3.24 1.41 123
Leave Absence 3.25 1.37 5.69 .018 170 0.033
Yes 4.02 1.51 16
No 3.17 1.34 154
Unable to relocate 3.25 1.38 3.46 .064 169 0.020
Yes 4.00 1.69 11
No 3.20 1.34 158
Lost opportunities 3.25 1.37 0.041 .840 170 0.000
Yes 3.17 1.31 10
No 3.26 1.38 160
Marital Status 3.25 1.37 0.307 .873 170 0.007
Single 3.26 1.11 71
Married 3.20 1.57 87
Partnered 3.34 1.45 5
Widowed 3.44 1.12 2
D ivorced/Separated 3.89 1.34 5
Children in home 3.25 1.37 1.82 .127 170 0.042
None 3.43 1.15 52
One 2.83 1.28 30
Two 3.68 1.90 28
More than two 3.30 1.43 8
Not a parent 3.08 1.23 52
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Table 4 (cont.)
Scales Items M SD F (Sig)* n n2
Providing for: 3.25 1.37 2.17 0.093 170 0.038
Grandparent 3.13 1.42 74
Parent 3.49 1.30 70
Other relative 2.72 1.44 20
More than one 3.70 1.37 6
Gender o f Relative:
3.25 1.37 2.02 0.135 170 0.024
Male 3.53 1.29 34
Female 3.26 1.39 114
Both genders 2.78 1.36 22
Housing: 3.25 1.37 .296 0.587 170 0.004
Live with elder 3.40 1.57 22
Separate residence 3.23 1.34 148
Assistance from 0.010
family: 3.25 1.37 1.72 0.191 170
Help available 3.20 1.34 152
No Help available 3.65 1.37 18
Value placed on
caregiving by
family 3.25 1.37 1.23 0.299 170 0.022
Not at all-1 0 0 0
2 3.52 0.725 8
3 3.55 1.35 29
4 2.98 1.38 51
Very Much-5 3.29 1.41 81
Time as caregiver 3.25 1.37 3.53 0.031 170 0.041
< 1 month 2.65 1.15 30
1 to 6 months 3.40 1.48 29
> 6 months 3.37 1.37 111
Health 3.24 1.38 11.79 0.000 168 .225
Poor-0 0 0 0
1 4.57 0.308 2
2 5.87 0.761 5
3 3.81 1.20 43
4 3.08 1.19 72
Excellent-5 2.62 1.38 46
Note. *p < .001
Concern about Type I errors was dealt with before determining significance since 
multiple one-way analysis of variance (ANOVA) tests on one dependent variable were
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run, thereby creating concern for false rejections o f the null hypothesis due to the 
Bonferroni inequality. Stevens (1986) suggested that a method for dealing with this 
concern was to test at a much more stringent level. In this analysis a significance level of 
. 0 0 1  was used.
ANOVAs revealed significant effects for the following: (a) Physical health of the 
caregiver, and (b) Five of the nine individual items related to employment impact.
The analysis o f caregivers’ physical health showed a significant effect for 
depression, F  (5, 164) = 11.97; p  < .001. Tukey’s HSD test showed that caregivers who 
rated their health as a two on the six point Likert scale, 0 as poor to 5 as excellent, scored 
significantly higher on the CES-D than did caregivers who rated their physical health as 
three or higher (p < .05). Also, caregivers who rated that their health as a three on the six- 
point Likert scale scored significantly higher on the CES-D than did caregivers who had 
rated their physical health four or five (p < .05). There were no significant differences 
between other factors.
The analysis o f employment impact on caregivers revealed significant differences 
between five o f the nine items and level of depression. The analysis o f  item one, arriving 
late to work, was F  (1, 168) = 16.27; p  < .001 and showed that caregivers who arrived 
late to work because o f caregiving responsibilities scored significantly higher on the 
CES-D than did caregivers who did not arrive late.
The analysis o f  item two, left work early, was F  (1, 168) = 12.67; p  < .001 and 
showed that caregivers who left work early because o f caregiving responsibilities scored 
significantly higher on the CES-D than did caregivers who did not.
The analysis o f item three, missed work without pay, was F (  1,168) = 17.18;
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p  < .0 0 1  and showed that caregivers who missed work without pay because o f caregiving 
responsibilities scored significantly higher on the CES-D than did caregivers who did not.
The analysis o f item four, took sick days from work, was F ( l ,  167) = 12.81; 
p  < .0 0 1  which showed that caregivers who took sick days from work because of 
caregiving responsibilities scored significantly higher on the CES-D than did caregivers 
who did not.
The analysis o f item five, took personal days from work, was F ( l ,  167) = 15.49; 
p < .0 0 1  and showed that caregivers who took personal days because o f caregiving 
responsibilities scored significantly higher on the CES-D than did caregivers who did not.
Effect sizes for the significant interactions ranged from .225 for health and 
depression to .070 for the impact o f caregiving on employees leaving work early. 
Although these effect sizes are small, Stevens (1986) stated, “small or moderate effect 
sizes are very common in social science research” (p. 138).
Correlations
Table 5 includes correlations among the dichotomous and continuous predictor 
variables and level o f depression. Depression correlated significantly with caregiver 
health (r = -.44), length o f  time that care had been provided (r= .17), gender o f the 
caregiver (r -  .17), and employment impact (r = .36), as measured by a combined score 
of the nine employment impact items. There were also significant correlations detected 
between living in the home and family assistance (r = -.15), caregiver health and gender 
(r = -.19), health and employment impact (r = -.31), education and income 
(r = .25), and education and gender (r = -.17). The correlations between caregiver health, 
caregiver impact, and depression were significant at/? < .01. Also significant at this level
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Table 5
Pearson Product-Moment Correlation Matrix (N=  170)
Variables 1 2 3 4 5 6 7 8 9 1 0 11
1. Length of care i o .06 .04 -.13 .008 .04 .03 i o oo .06 .17*
2. Living in home -.03 -.15* - . 1 0 -.05 .13 .03 . 1 0 .03 - .0 1 -.04
3. Family assistance .06 -.15* . 0 0 2 -.03 - . 0 2 .1 2 - .0 1 .03 .08 . 1 0
4. Value .04 - . 1 0 . 0 0 2 .06 -.03 .04 -.04 .07 . 1 2 -.04
5. Caregiver health -.13 -.05 -.03 .06 . 1 0 -.06 _  19** .06 - 31** _ 4 4 **
6 . Education .008 .13 - . 0 2 -.03 . 1 0 .25** -.17* . 0 2 .06 -.07
7. Income .04 .03 . 1 2 .04 -.06 2 5 ** -.07 - . 0 2 . 1 0 - .1 1
8 . Gender .03 . 1 0 - .0 1 -.04 _ 1 9 ** -.17* -.07
o1 .03 .17*
9. Children -.08 .03 .03 .07 .06 . 0 2 - . 0 2 -.05 - . 0 2 -.06
10. Employment impact .06 - .0 1 .08 . 1 2 -.31** .06 . 1 0 .03 - . 0 2 .36**
11. Depression .17* -.04 . 1 0 -.04 _ 4 4 ** -.07 - .1 1 .17* -.06 .36**
Note. * p< .05 ** p< .01
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Prior to determining the correlation between the CES-D depression scores and the 
score for the nine-item employment impact scale a coefficient alpha reliability estimate 
was determined. The reliability was estimated to be .715, which exceeds the minimum 
recommended value o f .70 (Nunnally, 1978).
Principal Component Analysis 
The 10 dichotomous and continuous predictor variables were subjected to a 
principal component analysis. The principal component analysis method was used to 
extract four components, and this was followed by a Varimax rotation with Kaiser 
normalization. The four components accounted for 52% of the total variance. Factor 
loadings are presented in Table 6 . Items were determined to load on a given component if 
the factor loading was .40 or greater, or -.40 or less for the component. Using this 
criterion health, employment impact, and gender were found to load on the first 
component, which was subsequently labeled the healthy life component. Two items 
loaded on the second component, education and income, which were then labeled the 
employment by-products component. Three items, living arrangement, family support, 
and length of time providing care, loaded on the third component that was then labeled 
the assistance component. Two items loaded on the fourth component, value of 
caregiving, and number o f children in the home, that was then labeled the personal 
impact component.
Because evaluating the contribution of a predictor variable is meaningless when 
using a multiple regression analysis if the predictors are correlated, one approach for 
dealing with multicollinearity is through the creation of new variables (Crown, 1998).
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The principal component analysis was used to create new variables that retained the 
variables that were in the original theoretical model.
Table 6
Principal Component Analysis o f  the Predictor Variables
Variables Component Loading Communality
1 2 3 4
Health -.778 0.621
Employment Impact Score 0 . 6 6 6 0.580
Caregiver gender 0.463 0.489
Education 0.782 0.642
Income 0.706 0.537
Living at home 0.712 0.630
Family Assistance -.568 0.359
Length time caregiving -.435 0.306
Value 0.779 0.637
Children 0.581 0.425
Note. Extraction Method: Principal Component Analysis 
Rotation Method: Varimax with Kaiser Normalization
Multiple Regression 
A multiple regression analysis was run using the four new variables derived from 
the principal component analysis in order to compare the results of this analysis with the 
hierarchical multiple regression with variables based on previous research to select a 
good set of predictors. Depression scores were regressed on the linear combination of the 
four new component variables, (a) healthy life, (b) employment by-products, (c) 
assistance, and (d) personal impact. The equation containing these four variables 
accounted for 25% of the variance of depression, F  (4,162) = 13.64, p  < .001, adjusted 
R = .23. When variables were deleted there w as an i? change o f  .25 (F =  13.64), 
p  < .0 0 1 , indicating that, as a group, the predictor variables made a significant difference.
Beta weights were reviewed to assess the relative importance of the four variables 
in the prediction of depression. This assessment showed that the component healthy life
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was significant. Healthy life, which included the variables caregiver health, employment 
impact, and caregiver gender, demonstrated a beta weight at .47 (p < .001). The summary 
of this regression model is shown in Table 7.
Table 7
Summary o f  Regression Analysis for Principle Component Analysis Variables Predicting 
Young Adult Caregiver Depression {N -  167)____________________________________
Variable Unstandardized Standardized t P
B SEB P
(Constant) 3.25 0.09 34.7 .000**
Healthy life .661 0.09 0.47 7.03 .000**
Employment by-products -.14 0.09 -.10 -1.49 0.13
Assistance -.15 0.09 -.16 -1.56 0.12
Personal impact -.06 0.09 -.04 -.66 0.51
Note. R2 = .25; Adjusted R2 = .23; A R2 = .25
** p c . O O l
In the hierarchical multiple regression model, with variables based on previous 
research, depression scores were regressed on the linear combination of four levels of 
variables: (a) Gender o f the caregiver, (b) Living arrangement, family support, length of 
time providing care, value of caregiving, and number o f children in the home, (c) Health, 
and (d) Employment impact, education, and income. The equation containing all of these 
variables, level four, accounted for 31% of the variance o f depression, F  (10, 156) = 6.94, 
p  < .001, adjusted R2 = .26. In model one, when all independent variables except 
caregiver gender were deleted from the model there was an R2 change o f .030 (F = 5.03), 
p  = .03, indicating that, as a group, the independent variables made a significant 
difference. Similar results were found for the R2 change, .148 (F — 30.2), p  < .001, in 
model three, and in model four, R2 change of .086 (F -  6.49), p  < .001.
Beta weights were reviewed for each model. Caregiver gender displayed 
significant beta weights in model one, .17 (p = .026), and model two, .16 (p = .032). The
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variable, length of time providing care, displayed significant beta weights in model two, 
.16 i p -  .029). The caregiver health variable displayed significant beta weights in model 
three, -.39 (p < .001) and model four, -.32 (p < .001). The employment status variable, 
income, displayed significant beta weights at model four, -.17 (p = .016), while 
employment impact variable also displayed significant beta weights in model four, .27 (p 
< .001). The summary o f the regression model is shown in Table 8 .
Table 8
Summary o f Hierarchical Regression Analysis for Variables Predicting Young Adult
Caregiver Depression (N  -  167)
Variable Unstandardized Standardized t P
B SEB P
Step 1
(Constant) 2.91 0.18 15.83 .0 0 0 **
Caregiver Gender 0.50 0 . 2 2 0.17 2.24 .026*
R2 = .03; R2 -  .024; A Z?2 = .03
Step 2
(Constant) 2.69 0.71 3.77 .0 0 0 **
Caregiver Gender 0.48 0 . 2 2 0.16 2.15 .032*
Children -.03 0.06 -.03 -.47 0.63
Length of time caregiving 0.29 0.13 0.17 2 . 2 .029*
Living arrangement - .1 1 0.33 - . 0 2 -.33 0.73
Family support 0.38 0.35 0.08 1 .1 0.27
Value -.08 0 .1 1 -.05 -.73 0.46
R2 = .074; R2 = .039; A R2 = .044
Step 3
(Constant) 6.04 0.89 6.74 .0 0 0 **
Caregiver Gender 0.27 0 .2 1 0.09 1.31 0.19
Children - .0 1 0.06 - . 0 2 -.31 0.75
Length of time caregiving 0 . 2 0 0 . 1 2 0 . 1 1 1.63 0 . 1 0
Living arrangement -.17 0.30 -.04 -.58 0.56
Family support 0.32 0.32 0.07 1 .0 0.31
Value -.05 0 . 1 0 -.03 -.46 0.64
Health -.63 0 .1 1 -.39 -5.49 .0 0 0 **
R2= .222; R2= .187; A R2= .148
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Table 8 (cont.)
Variable Unstandardized Standardized t P
B SEB P
Step 4
(Constant) 5.726 0.93 6 .1 .0 0 0 **
Caregiver Gender 0.25 0 . 2 0 0.08 1.26 0 . 2 0
Children - . 0 1 0.05 - .0 2 -.28 0.77
Length of time caregiving 0 . 2 0 0 . 1 2 0 .1 1 1.69 0.09
Living arrangement -.15 0.29 -.03 -.52 0.60
Family support 0.35 0.30 0.07 1.15 0.25
Value -.09 0 . 1 0 -.06 - . 8 8 0.37
Health -.51 0 .1 1 -.32 -4.42 .0 0 0 **
Education . 0 0 1 0 . 1 0 0.008 0 . 1 0 0.91
Income -.26 0 . 1 0 -.17 -2.44 .016*
Employment Impact 0.19 0.05 0.27 3.78 .0 0 0 **
R2 -  .308; R2 -  .264; A R 2 = .086
Note. * p< .05 ;** p < .001
Both regression models produced results that decreased concern about the level o f 
multicollinearity. Therefore, the results from the hierarchical regression will be used 
when discussing outcomes in Chapter five.
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CHAPTER FIVE: DISCUSSION 
This study investigated the prevalence of depression in young adults who provide 
care for older adult relatives. The study also attempted to further the understanding of 
contributing factors to young caregiver depression, specifically gender, relationships, 
physical health, and employment.
The current study was based on Developmental, Structural Functionalism, and 
Feminist theories. When describing the developmental tasks of adulthood Erik Erikson 
(1959) stated that the potentiality of a person was governed by remaining in the proper 
rate and developmental sequence. Talcott Parsons (1977), father o f the Structural 
Functionalism movement, explained the adult human condition as shared symbolic 
actions, or how we are influenced by symbolic intentions, values, and environmental 
conditions. While feminist theorists stated that caregiving was related to power, gender, 
and the family system, including the connection between oppression and the family roles 
o f women (Osmond & Thome, 1993).
Previous research has almost exclusively focused on middle-aged adults who, 
according to Erikson (1959), have reached a point in their lives that allows them to have 
an objective relationship with their parents. However, more young adults, age 18 to 40, 
have taken on the role of caregiver as the number of older adults increases, and the 
number o f family members, and caregivers, under age 65 decreases (Martin, 1997). 
Younger adults differ from their middle-aged siblings and family members in many 
respects; however, one of the most obvious is that they are demographically smothered 
while trying to determine relationships, career, and family rather than cementing a 
different relationship with their parents (Dellmann-Jenkins, Blankemeyer, & Pinkard,
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2000). This plethora o f developmental expectations could lead to stress responses 
(Chiriboga, Weiler, & Nielsen, 1990). Pearlin, Mullan, Semple, and Skaff (1990) 
described stressors as primary or secondary. Primary stressors were likely to last and 
intensify over time. Examples o f primary stressors for caregivers included decreasing 
cognitive status o f the care recipient, or behavior that required vigilance. Secondary 
stressors included role strains, or roles outside of the caregiving. Examples o f secondary 
stressors included family grievances, employment, economic strain, and loss o f social 
life. According to Pearlin et al. (1990) stressors, or life events, provoked responses such 
as depression.
Life events that have been associated with high stress included family traditions, 
emotional exhaustion, and relationship instability (Hendricks, 1990). Schwarz and 
Roberts (2000) stated that the developmental life cycle in which the caregiving occurred 
might be an important factor, pointing to their findings that many younger caregivers who 
suffered from increased stress and depression were still involved in working and child- 
rearing. Research by Neal, Chapman, Ingersoll-Dayton, and Emlen (1993) supported the 
contention that younger, employed caregivers experienced greater stress, and therefore 
more depression, than middle age caregivers, because they are balancing work, childcare 
and caregiving.
Depression in Young Adult Caregivers 
According to structural functionalism, family transitions that disrupted the 
normal patterns could cause catastrophic stress in the family system that might lead to 
societal disequilibrium (Kingsbury & Scanzoni, 1993). Pearlin (1989) postulated that 
non-normative change and expectations rooted in institutionalized roles were sources of
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stress and depression. Other studies have shown that the decisions made by caregivers, 
combined with family interactions, might act as predictors of stress and depression 
(Alspaugh, Stephens, Townsend, Zarit, & Greene, 1999; Cuellar, 2002; Lawrence, 
Tennstedt, & Assmann, 1998; Shaw, Patterson, Semple, Grant, Yu, & Zhang et al.,
1997).
While depression rates for the general population are only about 20% it has been 
estimated that depression rates were 30% to 50% among adult children caring for parents 
(Gerald, 1997; Haggan, 1998). Steffen, Futterman, and Gallagher-Thompson (1998) 
studied the incidence of clinical depression, including major depression, dysthymia, and 
depression not otherwise specified, and found that 30% of caregivers who suffered from 
chronic stress also suffered depression. A study by Gallagher, Rose, Rivera, Lovett, and 
Thompson (1989) found that on average 36% of all caregivers suffered from depression. 
In the current study 34.1% (n = 58) o f the young adult caregivers surveyed scored 16 or 
higher on the CES-D, indicating possible clinical depression, and 22.2% (n = 36) scored 
20 or above, indicating probable clinical depression. These results supported the 
hypothesis that young adult caregivers suffered from similar levels of depression as 
middle age adult caregivers.
While the current study relied on a quantitative survey some respondents added 
personal notes on the survey. Some o f the notes expanded on the empirical results and 
were indicative of the level of depression among these caregivers. For example, one 
caregiver wrote, “she did not know me, but did know what was happening to her. I still 
have overwhelming guilt about not being able to help her, and over being angry at the 
time that I had to help her.” Another survey participant wrote that, “any negative feelings
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I had were because I felt helpless or like I couldn’t do enough because I live so far away, 
despite taking a few days off.”
Gender and Depression 
Structural functionalists believed that families operated in predictable cycles, not 
unlike systems (Kingsbury & Scanzoni, 1993). Males were expected to perform task- 
oriented instrumental roles, while females engaged in emotional role relationships, also 
known as expressive roles (Kingsbury & Scanzoni, 1993). In addition, functionalists 
believed that there was a separation between the instrumental orientation of work and the 
affective orientation of the family, and that in order for the two spheres to function they 
must be kept separate, and not to do so would create stress within the functional system 
(Neal et al., 1993). On the other hand feminists posited that the constructing of 
differences between men and women as a process polarized genders and devalued the 
roles o f women (Osmond & Thome, 1993). Brewer (2001) stated that women generally 
viewed caregiving as a societal expectation, and were not able to acknowledge tasks in 
caregiving, whereas men easily classified their caregiving tasks. However, Brewer (2001) 
also stated that women did not engage in caregiving due to natural tendencies, but 
responded to an interaction between themselves, their view of life, and social structures 
that supported females engaging in caregiving.
Brody, Litvin, Hoffman, and Kleban (1995) stated that in 1982 83% of caregivers 
were female. Mui (1995) found that daughters provided 70 to 80% of caregiving, whereas 
Gallicchio, Siddiqi, Langenberg, and Baumgarten (2002) stated 70% of caregivers were 
female. In the current study 67% (« = 76) o f the caregivers surveyed were female, 
slightly below the percentages reported in other studies.
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Historically, caregiver gender has been reported as a significant predictor of 
depression in caregivers (Gallicchio et al., 2002; Given, Given, Stommel, & Azzouz,
1999; Martin, 1997). Mui (1995) stated that caregiving strain affected females more than 
males, and reported that 30.9 % o f the variance in emotional strain was explained by 
gender. Gallicchio et al., (2002) found that females exhibited high levels o f  burden and 
depression; however, the researchers stated that there were gender differences in regard 
to burden but not depression. Initial bivariate analysis in the current study did not reveal a 
significant difference between levels o f depression in male and female caregivers, 
although female caregivers did have higher mean scores on the CES-D than did male 
caregivers. The initial regression model did not support earlier research on gender and 
depression since gender alone explained only 3% of the variance in depression with a 
moderately significant beta weight o f .172. And, in the second model, with the addition 
of five relationship variables, gender was still significant but with a decreased beta 
weight of .166.
Although gender did not account for a high variance in levels o f  depression when 
compared to previous studies, there are a couple of issues to consider. First, the current 
study collected information from a higher percentage of male caregivers than previous 
studies. It is beyond the scope o f this study to determine if males react to the stress of 
caregiving in a different manner than females; however, structural functional theorists 
would contend that this is the case.
Second, both males and females are engaged in the same developmental stage of 
life, isolation versus intimacy. Previous research focused on middle-age children and
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spouses as caregivers that encompassed three developmental stages. Again, this is beyond 
the scope of the current study but may be of interest in future research.
Relationships and Depression 
Structural functionalism emphasized the hierarchical family system, and the 
interdependence of family subsystems (Goldenberg & Goldenberg, 2000). Previous 
research stated that middle-age adults were stressed by the interaction between the 
caregiving role and normal developmental tasks, including maintaining relationships and 
social support systems (McKibbin, Walsh, Rinki, Koin, & Gallagher-Thompson, 1999). 
Previous studies also acknowledged that middle-aged adult caregivers, who are 
developmentally attempting to find some way to satisfy and support the next generation, 
struggled to find meaning and gain a sense o f productivity in their lives (Grand, Grand- 
Filaire, Bocquet, & Clement, 1999; Haggan, 1998). Even when support was available to 
caregivers they reportedly struggled to balance social needs, family relationships, and 
mental health (Dellmann-Jenkins et al., 2000). Additionally, traditional caregivers, older 
adults and middle age children, have not been socialized to cope with intergenerational 
issues, such as living longer, and making decisions about parent care (Smerglia & 
Deimling, 1997).
It would be unrealistic to expect young adult caregivers to be socialized to deal 
with older family members in need of care. Dellman-Jenkins, Blankemeyer, and Pinkard 
(2 0 0 1 ) found in their qualitative study that caregiving influenced the time available to 
young adults for friends, dating, and marriage. Haggan (1998) stated that young adult 
caregivers suffered from a discrepancy between the developmental goals of young 
adulthood, feelings of stagnation due to the caregiving role, feelings of grief, and a
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perceptual shift concerning mortality (Haggan, 1998). One young caregiver in the current 
study wrote, “ it was hard on me and my family because he made us very depressed and 
unhappy, almost trapped”.
Previous research found that geographical proximity was one of the most 
important factors in intergenerational association (Lee & Netzer, 1994). The National 
Family Caregivers Association (NFCA) Survey (2000) found that 37% of caregivers 
lived in the same household as the care recipient. When the older family member and 
child lived in the same household, or within 30 minutes, the strength of the relationship 
was high (Hamon, 1992). However, Brody, Litvin, Hoffman, and Kleban (1995) found 
that co-residing with an elderly parent was a strong predictor o f caregiver strain. In the 
current study 2 2 % of the caregivers surveyed lived in the home with the care recipient 
and no significant difference was detected for level of depression between caregivers who 
lived in the care recipient’s home, and those who did not.
Previous research found that social support played an important role for 
caregivers; in fact some studies have found that decreasing social support increased the 
risk o f depression (Zunzunegui, LlacerCentro, & Beland, 2002). The current study 
showed no significant effect between caregiver depression and relationship items 
including relationship to care recipient, gender o f the care recipient, support from other 
family members, marital status, number of children living at home, or caregiving as a 
family value.
The literature clearly pointed to the impact that relationships had on middle age 
adult caregivers; however, the only significant relationship item for young adult 
caregivers in this study was the length of time that care had been provided. In the second
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level of the regression model, when relationship items: (a) children, (b) length of time, (c) 
living arrangement, (d) family assistance, and (e) valued by family, were added to gender 
of the caregiver, only length o f time providing care displayed significant beta weights 
(.16).
Surprisingly, 65% o f the caregivers surveyed reported that they had been 
providing care for more than 6  months. The literature hints that young caregivers are 
more likely to engage in short-term care than middle age adults. That was not the case in 
the current study.
Health and Depression
Other than determining that caregivers got less sleep, and caregivers who rated 
their physical health as poor were more likely to suffer from depression, there was little 
information available on physical health behaviors and caregivers (McKibbin et al., 1999; 
Scharlach, Midanik, Runkle, & Soghikian, 1997; Whitlatch, Feinberg, & Sebesta, 1997). 
Cochrane, Goering, and Rogers (1997) postulated that higher rates o f caregiver disability 
and physical illness might be due to the clustering of illnesses in families who share 
genetic and environmental conditions.
However, in the current study the rating of physical health was significant to the 
level of depression. Caregivers were asked to respond to a self-rating scale ranging from 
0 (poor) to 5 (excellent). Young caregivers who rated their health as a three scored 
significantly higher on the CES-D than did caregivers who rated their physical health 
higher than a three. Also, caregivers who rated their health as a four scored significantly 
higher than did caregivers who had rated their physical health higher than a four.
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In the multiple regression analysis the caregiver health variable displayed 
significant beta weights in model three, when it was added to gender and relationship 
factors, and maintained its significance in model four when employment items were 
added. When health was added, in model three the F  change was 30.19, R2 went from 7% 
o f the variance in model two to 22% in model three and the R2 change was .148 
indicating the strength of health in the variance of depression.
Marks (1996) proposed that poor health and increased depression might be a 
consequence of caregiving. Other research has speculated that poor health was related to 
lower income, lower educational levels, and low levels of social resources (Faison, Faria, 
& Frank, 1999; Lee, Brennan, & Daly, 2001; Vitaliano, Russo, Young, Becker, &
Maiuro, 1991; Zunzunegui et al., 2002). However, Whitlatch et al. (1997) found that 
most predictive of depression across time were initial levels of depression and physical 
health. The current study supports the contention that self-assessed level of health is an 
important variable when examining depression in young adult caregivers. Unfortunately, 
it was beyond the scope of this research to examine health status over time, which might 
have provided additional information about the importance of health on depression level.
Employment and Depression 
According to the NFCA (2000) survey only 64% of caregivers were employed, 
but they reported that caregiving affected their job productivity in various ways. The 
NFCA Survey (2000) revealed that 84% o f employed caregivers made phone calls during 
work, 69% arrived late or left early, 67% took time off during the workday, and 40% 
stated that caregiving affected their opportunities for advancement. Dellmann-Jenkins et 
al. (2 0 0 1 ) found that nearly half o f the young adult caregivers in their study reported that
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workplace attendance had been affected. The current study showed that 22% of employed 
caregivers arrived late to work while 35% left early, 11% missed work without pay, 29% 
took sick days, 31% took personal days, and 9% took a leave o f absence due to 
caregiving responsibilities. The bivariate analyses also found that those employed 
caregivers that engaged in the following activities: (a) Arrived late, (b) Left early, (c) 
Missed work without pay, (d) Took sick days, and (e) Took personal days, showed 
significantly higher levels of depression.
In the multiple regression analysis the total employment impact variable, the sum 
total o f the nine employment impact items, displayed significant beta weights. Equally as 
interesting was the significant effect of income in the fourth model. Level of income had 
not shown any significance during the bivariate analysis with depression. Also, it did not 
significantly correlate with depression. However, level o f  income did strongly correlate 
with education, the other employment status item included in the fourth multiple 
regression model. Moreover, in the principal component analysis income and education 
strongly correlated to form a new component, employment by-products. It is possible that 
the strength of the correlation between education and income was enough to produce 
significant beta weights in the regression analysis. Other research has stated that lower 
income levels, in combination with stressful situation predictor variables have accounted 
for 30% o f the variance of depression (Les, Brennan, & Daly).
Other researchers found that employed caregivers, always women, showed higher 
levels o f caregiver stress and depression (Cochrane et al., 1997; Neal, Ingersoll-Dayton,
& Starrels, 1997). Results from the current study support previous studies that
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demonstrated the impact o f employment on depression for young male and female 
caregivers.
Conclusion
One of the most important conclusions of the current study is the recognition that 
young adult caregivers do suffer from depression at rates comparable to middle age 
caregivers. Unfortunately this means that young adults who provide care to older adults 
are emotionally taxed at a greater rate than their cohorts. Fortunately more information 
and support for those suffering from depression are available today than ever before.
Previous research on depression in caregivers suggested that gender was one of 
the strongest predictors o f depression, in conjunction with relationships. Health and 
employment also played a role in middle-age caregiver depression but not at the same 
level. Gender was a contributing factor in depression among young adult caregivers; 
however, the current study found that the most significant factors were health and 
employment.
The current findings supported the qualitative study by Dellmann-Jenkins et al. 
(2 0 0 1 ) that hypothesized that young adult caregivers were different than middle age 
caregivers because they were dealing with different developmental expectations. The 
impact of employment fits this model; however the importance o f relationships does not.
Erikson’s (1959) developmental model stated that successful engagement in non­
family relationships was the most important expectation for 18 to 40 year olds. While 
relationships may be important to the development of this age group, this study suggests 
that relationships have little impact on levels of depression in young caregivers.
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Surprisingly, the only relationship factor associated with depression was length o f time as 
a caregiver.
Limitations
While this study was an attempt to gather information from a heterogeneous 
sample there was no random sampling o f  participants. The subjects were employees o f 
universities that agreed to support the research and that met the age definition. Only those 
young adults who returned a completed survey or requested a survey packet participated. 
The result was a nonprobability volunteer sample. It is impossible to determine if 
caregivers who chose to participate were different from caregivers who declined.
The two universities and one college that participated were from the midwestem 
section of the United States. Therefore the sample might not be representative o f other 
areas of the country, or to other countries.
The effects of socioeconomic status were addressed by contacting participants 
that were employed at all levels within the institutions. However, this is also a limitation, 
and in order to better understand the impact of the predictor variables on depression a 
study that incorporated private and public sector employees is warranted.
Another limitation of this study was the violation of normality in the dependent 
variable adversely affecting a linear relationship with the predictor variables. According 
to Hatcher and Stepanski (1996) this is considered a minor violation of assumptions, but 
it may have affected the relationship between the variables.
This research relied on self-report measures. The information that the participants 
were asked to give was often personal and thus the assurance of honesty of the participant 
responses was a limitation.
87
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Another possible limitation concerns the employment impact scale. Although 
internal consistency and factor analysis were at acceptable levels different aspects of the 
instrument may have decreased the power of the test. For example, the items (a) unable to 
relocate, and (b) lost job promotion opportunities, loaded on the same component, and 
did not show a significant effect on depression in the bivariate analysis.
Implications for Counseling 
One of the goals of the current study was to determine if there was a higher level 
o f depression for young adult caregivers. There have been no quantitative studies on this 
population so awareness of the existence of the problem was a necessary first step. In 
addition there is no empirical data on what factors might be contributing to the level of 
depression in young adult caregivers. Counselors can utilize the information provided by 
this study to educate young adult care providers, to understand the extra burden of being 
a young adult caregiver, and to broaden the counseling and emotional support 
opportunities for this expanding population. Normalization is an important counseling 
tool, yet providing normalization information requires that counselors have more than 
anecdotal information. This study is the first step in providing normalizing information 
for counselors and caregivers.
Counselors can also utilize information from this study to increase their 
understanding of the societal and familial theoretical underpinnings of caregiving. In 
addition, the influence of gender, length of time providing care, income, employment, 
and health on depression may encourage counselors to view depressed young adult 
caregivers in a new light. With the information provided in this study counselors may 
organize and utilize resources for clients in new and unique ways.
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Finally, the study may provide another opportunity to influence public policies 
related to caregiving. Increased depression in young adult caregivers not only impacts the 
older adult family member, but also other family members, fellow employees, 
workplaces, and society in general. On the other hand caregivers are impacted by public 
and private health care policies, and educational and family policies. Counselors need to 
acknowledge the impact that caregivers have on their world, and that the world has on 
caregivers. Through recognition counselors can serve as catalysts to impact public policy 
themselves, or by supporting their client’s involvement in policy discussions.
Future Research
A goal o f this research was to set the stage for future research. That has been 
accomplished; however, much more research is needed to specifically examine young 
adult caregivers over longer periods of time. Whitlatch et al. (1997) stated that a history 
of depression, in conjunction with worsening physical health, was highly predictive of 
caregiver depression. More research data, collected in time series designs, might in 
understanding the integration o f depression and physical health.
Neal et al. (1993) found that there were three patterns of interaction between work 
and caregiving: (a) a positive view o f work, or home, carried over into the other, (b) a 
negative carryover when stress at work, or at home, reflected in the other, and (c) an 
energy deficit, or all the energy going into work and none left for the family. Research 
that targeted specific employment and caregiving interactions over time would also help 
to clarify the impact o f  employment expectations on caregivers’ physical and emotional 
well being.
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Another opportunity for future research is in the area of relationships. While the 
current study found that relationships had little effect on the level of depression the 
developmental literature is predicated on the importance of family and personal 
relationships for adults. Research by Dellman-Jenkins et al. (2001) found that 36% o f 
middle age caregivers reported a strained intimate relationship, and 6 8 % of unmarried 
caregivers reported that dating, or maintaining an existing relationship was difficult. This 
factor in the lives of young caregivers requires more investigation.
Finally, future research should focus on treatments and their effectiveness in 
working with young adult caregivers. The current study found similarities and differences 
between middle age and young adult caregivers. Research that investigates the responses 
to intervention programs and support services will assist clinicians in providing 
efficacious treatment in a timely manner, and information that will enhance counselors’ 
service provision goals and objects.
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Appendix A
YOUNG ADULT CAREGIVER SURVEY
Please complete this survey if you have provided care in the past month for an older 
adult relative (65 years old or older).
(Care includes any of the following: bathing, dressing, getting in/out of a chair, 
toileting, eating, shopping, cooking, housekeeping, transportation, managing 
medication, managing money, using the phone, making care decisions)
Thank you for taking the time to complete this survey. All of the individual 
jm p o M u y o u jT O flW
1. How is the person you are caring for related to you?
□ Grandparent
□ Parent
□ Other family member
2. The person you are caring for is
□ Male
□ Female
3. I have been providing care for this family member for
□ Less than one month
□ One month to six months
□ More than six months
4. Do you live (full-time) with the person you provide care for?
□ Yes
□ No
5. During the last month have other family members, beside you, provided care for your 
older relative?
□ Yes
□ No
6. How much value does your family place on the care you provide?
Not at all Some Very much
1 2 3 4 5
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7. How often have you felt or behaved this way in the last week?
Rarely Some Occasio Most
< 1 day (1-2
days)
nally
(3-4
days)
the
time
(5-7
days
I was bothered by things that usually don’t bother 
me
□ a □ a
I did not feel like eating, my appetite was poor □ □ a □
I felt that I could not shake off the blues even with 
help from my family or friends
□ □ □ a
I felt I was just as good as other people a a a a
I had trouble keeping my mind on what I was 
doing
□ a □ □
I felt depressed □ a a □
I felt that everything I did was an effort a a □ a
I felt hopeful about the future a a □ a
I thought my life had been a failure □ □ □ □
I felt fearful a a □ □
My sleep was restless □ a □ □
I was happy a □ a □
I talked less than usual □ □ □ a
I felt lonely a a a □
People were unfriendly □ □ a a
I enjoyed life □ a □ a
I had crying spells a □ □ □
I felt sad □ a a a
I felt that people dislike me □ a a □
I could not get going a a a □
8 . How would you describe your overall health (circle one number)?
Poor Excellent
0 1 2 3 4 5
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9. Because of your caregiving responsibility you
Arrived late to work
Yes
□
No
□
Left work early □ a
Missed work without pay □ □
Took sick days from work □ a
Took personal days from work □ a
Changed work hours □ a
Took a leave of absence from work □ a
Have been unable to relocate for a job □ a
Have lost opportunities for job promotion □ □
10. What is your position at the College or University?
□ Faculty
□ Staff
□ Graduate Assistant
11. Your position is
□ Full time (21 hours or more per week)
□ Part time (20 hours or less per week)
12. How much education have you completed?
□ Some high school
□ High school diploma or equivalent
□ Some post high school education
□ Bachelor’s degree
□ Graduate degree
1 0 2
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13. Your approximate yearly income
□ Less than $20,000
□ $20,001 to $40,000
□ $40,001 to $60,000
□ More than $60,000
14. Your Gender
□ Male
□ Female
15. Your Age
□ 18-30
□ 31-40
16. Marital Status:
□ Single
□ Married
□ Partnered
□ Widowed
□ Divorced or Separated
17. I f  you are a parent, how many children do you have living with you?
□ 0  
a  1 
□ 2
□ More than 2
Please return in envelope included in the packet. Please send post card separately.
The compiled results of the survey will be used to inform policy makers and the 
public of the needs of young adult caregivers. Again, thank you for your assistance. 
For more information about this survey contact:
Mark Gillen, University of Arkansas 479-443-6448 or mgillen@uark.edu
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Appendix B
Institutional Review Board Approval
UNIVERSITY^ARKANSAS
O tticc  of th e  D irec to r * 120 Ozark Hall •  Fayetteville, A rkansas 7 2 /0 1
(479) 575-3152 •  (479 ) 575-7983  (F A X ) •  e-inail: rsspinto@iiark.evhi •  h ttp ://w w w .uark .c Ju /a Jm in /rs sp m fo /
Research and Sponsored Programs
in s titu tio n a l Review Board
MEMORANDUM
TO: Dr. Roy Farley
Mark Gillen
FROM: Bobbie Biggs, C h a i ^ t ^ S ^
Institutional Review Board
DATE: December 19, 2003
RE: IRB PROTOCOL (EXEMPT! APPROVAL
Ending date: 12/19/2004
The Institutional Review Board (IRB) has approved Protocol # 04159, "Correlates of 
Depression in Young Adult Caregivers" and has confirmed its Exempt status. You may begin 
your study.
Should the study require an extended period beyond the ending date, (12/19/2004), approval 
must be obtained to lengthen the research period and reflect the new ending date. If the extension 
requested is no longer than one year from the approval date (12/19/2003), then a memo 
addressed to the IRB Chair is sufficient. Otherwise, an extension is to be requested via the 
Continuing Review Form, which will be sent out approximately eleven months from the initial 
approval date (12/19/2003). By U of A policy, the IRB cannot approve protocols for longer than 
one year without having them resubmitted for further approval. Also if further modifications are 
made to the protocol during the study, please submit a written request to the IRB for review and 
approval before initiating any changes.
The IRB appreciates your assistance and cooperation in complying with University and Federal 
guidelines for research involving human subjects.
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Appendix C
Introductory Postcard
In just a few days you will receive a brief questionnaire for an important research project 
concerning caregiving for older relatives.
The study will explore the experience of adults, aged 18 to 40, who are providing care for older 
adult relatives. Providing care includes assisting with bathing, dressing, getting in or out of a 
chair, toileting, eating, shopping, cooking, housekeeping, transportation, managing medications, 
managing money, using the phone, or making care decisions.
I am writing in advance because we have found many people like to know ahead of time that they 
will be contacted. The study is an important one that will assist in the understanding of how 
young adults are affected when they provide care for older relatives.
Thank you for your time and consideration. It is only with the generous help of people like you 
that this research can be successful.
Sincerely,
Mark Gillen
Ph.D. candidate and Principal researcher 
University of Arkansas
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Appendix D
Survey Packet Letter
Mark Gillen 
University of Arkansas
Educational Leadership, Counseling and Foundations 
Grad 234 
January 26, 2004
I am writing to ask your help in a study of young adults who provide care for older adult relatives. 
This study is part o f an effort to learn how providing care impacts the lives o f young adults, age 
18 to 40.
It is my understanding that you are between 18 and 40 years old. We are contacting a sample of 
adults in this age range who might provide care for older relatives. In fact you might not even 
be aware that you would qualify as a caregiver. However, if you have provided any of the 
following care for an older adult relative within the last month you are a caregiver: assisting with 
bathing, dressing, getting in or out of a chair, toileting, eating, shopping, cooking, housekeeping, 
transportation, managing medications, managing money, using the phone, or making care 
decisions.
Results from the survey will provide caregivers, educators, and policy makers with information 
on young adult caregivers like you. This study will explore how providing care to older relatives 
impacts relationships, employment, and health so that private and public agencies can provide 
services that appropriately meet a young adult caregiver’s needs.
This survey is voluntary. However, you can help by taking five minutes to share your experiences 
and opinions about providing care to older relatives. Your answers are completely confidential 
and will be released only as summaries in which no individual’s answers can be identified. When 
you return the enclosed post card your name will be deleted from the mailing list and never 
connected to your answers on the survey in any way. If for some reason you prefer not to 
respond, please let us know by checking the appropriate box on the post card and dropping it in 
the campus mail. Also please return the blank questionnaire via the campus mail.
If you have any questions or comments about this study I would be happy to talk with you. You 
can contact me at mgillen@uark.edu. or at the address on the letterhead.
Thank you for helping with this important study.
Sincerely,
Mark Gillen
Ph.D. candidate and Principal Researcher
P. S. If by some chance I have made a mistake and you are not between 18 and 40 years old 
please answer only the survey post card and return it, and the blank questionnaire. Many thanks.
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Appendix E
Survey Packet-Contact Postcard 
Please complete the postcard and drop it in the campus mail.
o  I am a young adult caregiver and am happy to complete and return the 
questionnaire
o  I am a young adult caregiver; however, I am unable to com plete the 
questionnaire. I w ill return the blank questionnaire in the envelope 
provided.
o I am not a young adult caregiver; however I will return the blank 
questionnaire in the envelope provided.
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Appendix F
Follow-up Postcard
Last week a questionnaire seeking your opinions about providing care to older adult 
relatives was mailed to you.
If  you have already completed and returned the questionnaire to us, please accept my 
sincere thanks. If not, please do so today. I am especially grateful for your help because it 
is only by asking people like you to share your experiences that we gain and 
understanding of the impact of providing care.
If  you did not receive a questionnaire, or if it was misplaced, please contact me at 
mgillen@,uark.edu or 1-479-443-6448 and I will get another in the mail to you today.
Signature
Mark Gillen,
Ph.D. candidate and Principal Researcher 
University o f Arkansas 
Fayetteville, Arkansas 72701
108
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Appendix G
Survey Packet Email Contact
As the former director o f Hoofers, and a Wisconsin Union employee who helped to care 
for an older relative I know how difficult it is to balance work, personal life and care 
responsibilities. I am writing to ask your help in a my doctoral research o f young adults 
who provide care for older adult relatives. This study is part o f an effort to learn how 
providing care impacts the lives of young adults, age 18 to 40.
It is my understanding that you are between 18 and 40 years old. I am contacting a 
sample of adults in this age range who might provide care for older relatives. In fact you 
might not even be aware that you would qualify as a caregiver. However, if you have 
provided any of the following type of care for an older adult relative within the last 
month you are a caregiver: assisting with bathing, dressing, getting in or out of a chair, 
toileting, eating, shopping, cooking, housekeeping, transportation, managing medications, 
managing money, using the phone, or making care decisions. If  you are interested in 
participating in this brief survey please respond directly to mgillen@uark.edu or 479- 
443-6448 with your name and address. You will receive a survey in the mail that will 
take only a few minutes to complete.
Results from the survey will provide caregivers, educators, and policy makers with 
information on young adult caregivers like you. By understanding how providing care to 
older relatives impacts relationships, employment, and health private and public agencies 
can provide services that appropriately meet a young adult caregiver’s needs.
Your answers are completely confidential and will be released only as summaries in 
which no individual’s answers can be identified. When you return the completed post 
card and survey questionnaire your name will be deleted from the mailing list and never 
connected to your answers on the survey in any way. This survey is voluntary.
If you have any questions or comments about this study I would be happy to talk with 
you. You can contact me at mgillen@uark.edu or 479-443-6448
Thank you very much for your interest in this important study.
Sincerely,
Mark Gillen
University of Arkansas
Ph.D. candidate and Principal researcher
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Appendix H
Survey Packet Email Follow-up
Monday you received an em ail concerning my doctoral research. This study 
seeks your thoughts and opinions about providing care or assistance to older
adults.
Do I qualify? If you are between 18 and 40 years of age
And
You have provided care (such as toileting, dressing, shopping) or assistance (such as 
using the phone, managing money or medications, or providing transportation) to an 
older adult (age 65 or over) in the last month, even once, you qualify.
How do I participate? EASY, just email your US mail address (work or home) to 
mgillen@uark.edu or call me at 1-479-443-6448 to receive a survey packet.
The survey takes 5 to 10 minutes of your time to complete and is completely 
confidential.
Why do this? There are NO quantitative studies focused on this particular caregiving 
population; it’s only by hearing from you that I can be sure that the results are truly 
representative.
This study is groundbreaking. It is a chance to have your voice heard.
If you have already contacted me regarding the survey please accept my sincere thanks. If 
not, please send a snail mail address today (mgillen@,uark.edu or 1-479-443-6448).
Mark Gillen,
Ph.D. candidate and Principal Researcher 
University of Arkansas 
Fayetteville, Arkansas
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Appendix I
Electronic Mail Initial Request
Mark Gillen, former St. Norbert employee, and current doctoral student at the University 
o f Arkansas is asking for your assistance in a his dissertation study on how providing 
care for older adult relatives impacts the lives o f young adults, age 18 to 40.
Interested? You might not even be aware that you are a caregiver. However, if you are 
18 to 40 years old and have provided the following type of assistance for an older adult 
relative just once within the last month you can participate in this study, assisting with 
bathing, dressing, getting in or out of a chair, toileting, eating, shopping, cooking, 
housekeeping, transportation, managing medications, managing money, using the phone, 
or making care decisions.
If you are willing to assist in this important study please respond directly to 
mgillen@uark. edu with your name and address. You will receive a survey in the mail that 
will take only a few minutes to complete. This survey is voluntary and your answers will 
be completely confidential.
For more information about this study? Contact Mark at 479-443-6448 or 
mgillen@uark. edu
Email Contact Follow-up Request
Interested in participating in doctoral research that about providing care or assistance to 
older adults?
You qualify if you are between 18 and 40 years of age And you have provided care
(such as toileting, dressing, shopping) or assistance (such as using the phone, managing money 
or medications, or providing transportation) to an older adult (age 65 or over) in the last month, 
even once.
I t’s EASY; just email Mark Gillen, Ph.D. student at the University of Arkansas, at 
mgillen@uark.edu. or call 1-479-443-6448, to receive a survey packet. The survey takes 5 to 10 
minutes o f your time to complete and is completely confidential.
W hy do this? There are NO quantitative studies focused on this particular caregiving population; 
it’s only by hearing from you that I can be sure that the results are truly representative.
I l l
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This research examined depression in young adult caregivers. It was hypothesized 
that levels o f depression in 18 to 40 year olds who provided care to older adult family 
members would be similar to depression levels o f middle age adult caregivers. This study 
also examined the relationship between depression, gender, employment, physical health, 
and relationships.
Participants included 172 young adult caregivers that were employees of one of 
three mid-west universities or colleges. All employees in the young adult age range were 
contacted and provided with a survey packet. The survey included the Center for 
Epidemiological Studies Depression Scale (CES-D), and predictor variable information 
developed from previous research.
One of the most important conclusions o f the current study is the recognition that 
young adult caregivers do suffer from depression at rates comparable to middle age 
caregivers. Unfortunately this means that young adults who provide care to older adults 
are emotionally taxed at a greater rate than their cohorts. A hierarchical multiple 
regression analysis showed caregiver gender, income, and length of time providing care 
were significant predictors; however the most important predictors of depression were 
caregiver health, and employment impact.
Previous research on depression in caregivers suggested that gender was one of 
the strongest predictors of depression, in conjunction with relationships. Health and 
employment also played a role in middle age caregiver depression but not at the same 
level. Gender was a contributing factor in depression among young adult caregivers; 
however, the current study found that the most significant factors were health and 
employment. The current findings supported previous caregiver research that
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hypothesized that young adult caregivers were different than middle age caregivers 
because they were dealing with different developmental expectations. The impact of 
employment fits this model; unfortunately the importance o f relationships does not. 
Surprisingly, the only relationship factor associated with depression was length of time as 
a caregiver.
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